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PERFORATED PEPTIC ULCER: THE MORTALITY 
AND MORBIDITY OF TREATMENT. 





By Tuomas F. Rose, 
Consulting Surgeon, Hornsby District Hospital, 
Hornsby; Assistant Surgeon, the Royal North 
Shore Hospital of Sydney; Relieving Surgeon, 
Repatriation General Hospital, Concord. 


Tus paper is a brief review of the treatment of perforated 
peptic ulcer with special reference to 44 cases occurring at 
the Royal North Shore Hospital of Sydney from September, 
1939, to August, 1949, and to a private series of my own of 
28 cases over the same period. 


RESULTS OF CASES IN WHICH No TREATMENT WAS GIVEN. 

It is interesting to note the results of complete lack of 
treatment of a peptic ulcer which has perforated frankly 
into the free peritoneal cavity. (The slow, small rupture 
or chronic leak, which may heal spontaneously or form a 
localized perigastric abscess, the so-called “acute exacerba- 
tion of a peptic ulcer” or “formes frustes’—Aird, 1949—is 
excluded.) 

Of the 429 cases of perforated peptic uleer reported by 
Graham (1946) and Luer (1949), 25 were undiagnosed and 
all patients died. Seven of Baritell’s (1947) patients were 
treated without operation as the perforations had all 
perforated over twelve hours previously and the symptoms 
were subsiding. Two patients died from general peritonitis 
and one of the survivors developed a subphrenic abscess. 

At the Royal North Shore Hospital in the last decade 
five cases were undiagnosed, and four of the patients died, 





1Read at a meeting of the Clinical Society of the Royal 
North Shore Hospital of Sydney in July, 1949. 


all from general peritonitis. The survivor sustained a large 
subphrenic abscess and required a jejunostomy. 


RESULTS OF CASES IN WHICH TREATMENT WAS GIVEN. 
Historical Survey. 

Mikulicz (1897) first closed a perforated peptic ulcer 
by simple suture in 1880. The patient died, and it was not 
until 1892 that Heussner performed the first successful 
closure. 

In 1902 Keetley performed gastrectomy for perforated 
ulcer, as also did von Haberer in 1919. Since then this has 
been the popular method of treatment on the continent of 
Europe. Anglo-Saxon surgeons, on the other hand, are 
more conservative and perform simple suture only. 


Methods of Treatment. 

Whilst the method of treatment in the cases presented 
here was by simple suture reinforced by omental graft, it 
is interesting to glance at other methods which have been 
or are in vogue in different parts of the world. 

There are four possible methods of treatment, as follows: 
(i) The conservative or non-operative method; (ii) the 
method of simple suture of the perforation plus gastro- 
enterostomy; (iii) the method of partial gastrectomy; 
(iv) the method of simple suture, reinforced by omental 
graft (the so-called palliative method). 


The Conservative Method. 

As was seen earlier, all patients with a perforated ulcer 
do not die without operation, and thus the conservative 
method of treatment has enjoyed a short vogue. Briefly, 
the stomach is kept empty by an indwelling tube with 
continuous suction, whilst necessary fluids are given by 
venoclysis. This form of therapy goes back to 1892, when 
Hall reported six cases all with recovery. In 1942, Blackford 





also reported 28 cases with three deaths. 
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There are two classes of perforated ulcer which have 
been dealt with in this manner. Firstly, there is the small 
perforated ulcer with only a slight leak from an empty 
stomach when the patient is examined within six hours of 
perforation, and secondly, the perforated ulcer, the 
symptoms of which are subsiding when the patient is 
examined twenty-four hours or more after perforation. 
Taylor (1946) states that the first ulcer will seal itself off 
and that the latter has already done so. He reported 28 
eases with four deaths, three of which were not related to 
treatment. 

This is not a method to be lightly undertaken, because, 
even if the diagnosis is correct, the size of the perforation 
and the rigidity of the ulcer walls are not known. Nor can 
the amount or type of stomach contents escaping into the 
peritoneal cavity be ascertained. Most perforated ulcers 
are chronic, with thick, rigid walls and surrounding tissues, 
and they tend to remain patent unless sutured or blocked 
by omentum. Again, though the stomach may appear to be 
completely aspirated by a tube, gastric contents may still 
be seen trickling through a large rigid-walled ulcer when 
the abdomen is opened. 

Many patients treated apparently successfully for a 
perforated ulcer have been given a wrong diagnosis, as the 
following case shows. 


An elderly man had had a gastric ulcer treated by gastro- 
enterostomy many years previously. He suffered an attack 
of severe abdominal pain, which on clinical examination 
appeared to be due to a perforated peptic ulcer. However, 
at operation a large retroperitoneal hematoma was found. 
He recovered without further treatment. Had operation not 
been performed, his recovery would have been considered 
to be a successful result of conservative treatment. 

This conservative method does not obviate chest compli- 
cations. The abdominal muscles and the diaphragm, rigid 
from the effects of the peritoneal irritation, prevent proper 
expansion of the bases of the lungs. Consequently, basal 
atelectasis may occur with later pulmonary complications, 
even though no anesthetic has been administered and no 
operation performed. 

One thing can be learnt from this method. As soon as a 
perforated ulcer is diagnosed, a tube must be passed imme- 
diately to keep the stomach as empty as possible whilst 
the patient is awaiting operation. This one maneuvre 
will have a better effect on the results of operation than 
any other factor. 


Suture and Gastro-enterostomy. 

Some years ago, when gastro-enterostomy was considered 
to be the surgical cure of peptic ulcer, this was performed 
as an adjunct to the suture of any form of perforated 
peptic ulcer. When it was realized that gastro-enterostomy 
had not fulfilled its earlier promise, its use was restricted 
to those ulcers in the pyloric region of the stomach in which 
stenosis was thought to be already present or to be likely 
to occur from the surgeon’s suture. However, it is 
extremely hard to determine whether stenosis is present 
on inspection of the inflamed pylorus. Consequently, gastro- 
enterostomy has now been discarded in the treatment of 
a perforated ulcer. 

Partial Gastrectomy. 

Partial gastrectomy is the treatment of choice for 
Continental surgeons, especially Italians. They say that at 
one operation the perforation and the ulcer are removed, 
so that never more will the patient suffer from a peptic 
ulcer. 

In Italy, according to Acuff (1948), the number of partial 
gastrectomies for peptic ulcer is literally enormous. Five 
thousand were performed in one clinic alone over five years; 
three thousand in another. The reason for this appears to 
be economic. The Italian surgeons say that their patients, 
mainly of a peasant class, can afford neither long stay in 
hospital nor readmission to hospital. Nor can they afford 
the indisposition with loss of work which might result from 
palliative methods. Thus it is but a short step to perform- 
ing almost routine partial gastrectomy for perforated peptic 
ulcers. However, whilst the advocates of gastrectomy 
like to point out the high mortality and morbidity rates of 
palliative measures, there is an astonishing lack of 
reference to morbidity or follow-up studies in the reported 








series of partial gastrectomies for perforated ulcer. One is 
led to believe that once a gastrectomy is performed all will 
be well. This belief is not shared by all surgeons, who 
have found, for instance, that post-gastrectomy duodenal 
fistule mostly follow after operation on an inflamed 
stomach, such as occurs after perforation of an ulcer 
(Rekai, 1948). Many patients, after a gastrectomy, never 
attain their former good health and weight, and may have 
to seek less strenuous occupations, Some may even still 
suffer from recurrent ulcers and anastomotic ulcers. In 
other words, they still have trouble with their stomach 
remnants. This is easily understood as the etiology of 
peptic ulceration is still unknown. 

Italian, French, Belgian, German, Greek and South 
American surgeons (Graves, 1933: Bobbio, 1948; 
Manzocchi, 1948; and Ybarz, 1947) reported series of cases 
of partial gastrectomy for perforated ulcer with mortality 
rates ranging from 0% to 30%. All stated that these 
figures were better than their own results with palliative 
operations. 

In Russia, Yudine (1939) reported the astonishing 
number of 937 partial gastrectomies for perforated ulcer 
with a mortality rate of 8-9%, as compared with 435 
palliative operations with a 31:7% mortality rate. 

Thus we see that all these surgeons claim that their 
immediate mortality rate for partial gastrectomy is lower 
than that for palliative operations. However, scrutiny of 
these figures shows that, whereas the Anglo-Saxon surgeons 
now treat all their patients by palliative operations, the 
“good risk” and the “bad risk”, the European surgeons 
treat only their “good risk” patients (said by Brocq, 1937, 
to number 60% of all patients) with partial gastrectomy, 
reserving palliative operations for the “poor risk” cases. 
Thus there is a bias on behalf of the gastrectomy figures. 


Simple Suture (the Palliative Method). 


Simple suture is nowadays combined with the application 
of a pedicled omental graft. This enables one to close very 


_large ulcers for which gastrectomy was once considered 


necessary. 

It is considered to be the method of choice by British, 
United States, Canadian and Scandinavian surgeons. 
Operation is performed to save life and not to cure the 
ulcer, which must be dealt with later if necessary. 

When the mortality figures for palliative operations are 
examined, extraordinary variations are found in all 
countries; for instance, in England and Canada figures 
varied from 0% to 19% (Southam, 1922; Gilmore and 
Saint, 1932; Beattie, 1949: Graham, 1946), and in Scan- 
dinavia from 4% to 15% (Bobbio, 1948). 

In the United States of America at the beginning of the 
present decade, mortality rates varying from 18% to 25% 
were reported (Debakey, 1940; Berson, 1942; Ulfelder and 
Allen, 1942). More recent reports-show greatly improved 
figures—namely, from 1% to 7% (Baritell, 1947; Brown 
and Andrus, 1948; Luer, 1949). 

Some authors were able to report series extending over 
many years and show a considerable improvement in the 
later cases. Sangster’s figures improved from 24% in 
1939 to 4% in 1948 in a comparable series (Sangster, 1939, 
1948). In the same way McElhinney and Holzer (1948) 
reported an improvement in their figures from 21% in 
1937 to 10°'7% in 1946. 

These improved figures are probably due to many 
factors—early diagnosis, improved anesthesia, improved 
pre-operative and post-operative treatment (including the 
use of the indwelling stomach tube) and the antibiotics. 
In spite of this improved trend, figures of different series 
still vary a great deal from each other. Consequently it 
seems that circumstances of some series must have differed 
considerably from those of others. Some surgeons may 
have been luckier than others in the type of case presented 
to them. Again, as will be seen later from the Royal 
North Shore Hospital figures, much of the mortality is due 
to associated lesions; for instance, other things being equal, 
the diabetic patient with a perforated ulcer has less chance 
of survival than an otherwise healthy patient. 

These figures do show, however, that simple suture, 
rather than gastrectomy, is the best treatment for perfora- 
tion, especially if it is reinforced by correct post-operative 
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and follow-up treatment. In Australia, too, we must 
remember that a great deal of the emergency surgery is 
performed a long way from the large surgical centres by 
young graduates who are more fitted to perform simple 
suture than a gastrectomy on a seriously ill patient. 

These are the conclusions of men like Doyle of Melbourne 
(1947), Maingot (1945), Edwards (1948) and Hamilton 
Bailey (1948) of England. 

Causes of Mortality Following Palliative Operations.— 
There should be no mortality among otherwise healthy 
patients who have had their ulcer sutured within six hours 
of perforation. Among the same type of patients left for 
eighteen hours the mortality rate will be 33%, and after 
twenty-four hours it will be 61%. | 

Age is significant. The mortality rate in the fifty to 
sixty years period is three times that of the twenty to 
thirty years period, other things being equal. The main 
causes of death are chest complications, bronchopneumonia, 
empyema, lung abscess, intraabdominal infection, sub- 
phrenic abscess and peritonitis. Perforation of a peptic 
ulcer may also be the terminal event in the lives of people 
suffering from diabetes mellitus, hypertension, or cardiac 
or renal disease. Hzmorrhage added to a perforation is a 
lethal complication. Chronic alcoholism increases the 
mortality rate probably owing to the patient’s lessened 
resistance from lack of the vitamin B complex. 

Morbidity in Patients Surviving Palliative Operations.— 
Among patients who survive palliative operations morbidity 
is high, and is again due to chest complications and to 
intraabdominal and wound infections. Chest complications 
commence as basal collapse, which may occur as soon as 
the ulcer perforates. This may proceed to lobular pneu- 
monia. Later a lung abscess or an empyema may develop. 
These last two conditions may also follow spread of a 
subphrenic infection through the diaphragm. It is my 
impression that chest complications are always more severe 
in heavy tobacco smokers. The type of anezsthetic used 
has no effect on the incidence of these chest complications, 
and they are just as liable to occur after a local or a 
spinal anesthetic as after a general anesthetic. 

Wound infections vary from a stitch abscess to a frank 
infection, especially if a hematoma forms in the wound. 
Wound infection, too, may cause dehiscence and “burst 
abdomen”, even though other signs of inflammation are 
absent. Wound dehiscence is usually said to be due to 
factors such as lack of vitamins and protein, increased 
intraabdominal pressure from vomiting or coughing, and 
the use of incorrect materials in suturing. As a result, 
many workers (Walton, 1949) have been using wire 
sutures; but it is known that wound dehiscence may still 
occur because the wire can cut out. However, the main 
cause of wound dehiscence is infection, and culture of 
material from the wound will always yield organisms. 
(It is interesting to note that even as late as 1949 Walton 
did not mention this as a cause of dehiscence.)  Post- 
operative hernia may follow these wound infections. 

Inside the abdomen there may be localized abscesses— 
perigastric, subphrenic or pelvic—or even general peri- 
tonitis from which the patient may recover. Infection 
under the diaphragm may spread into the thoracic cavity. 

In 100 cases of perforated ulcer, Forty (1946) had 14 
wound infections; two of these patients died, one with 
empyema and the other with post-operative gangrene of 
the skin. There were 37 cases of pulmonary complication, 
including seven of bronchopneumonia with five deaths and 
two of empyema with one death. There were also two 
eases of subphrenic abscess with one death. 

In the series reported by Luer (1949), 36:2% of wounds 
closed with drainage became infected, whereas only 19-1% 
of undrained wounds were infected. 

Have sulphonamide and penicillin had any effect on 
these infective complications? Graham and Tovee (1945) 
state that they have had none on the abdominal infections 
in early cases, because in the first twelve hours attempts 
at culture are always unsuccessful; the condition is 
chemical peritonitis. Next there is infection by pyococci, 
the streptococci or the staphylococci, which affords the 
rationale for penicillin therapy. Following this there is 











invasion by Bacterium coli, Proteus vulgaris and bac- 
teroids. It was thought that streptomycin might deal 
with this last group, but it does not seem to be fulfilling 
earlier hopes, and there have been adverse reports from 
the United States of America. Sanders and Lockwood 
(1949) claim to have achieved good results in the coliform 
infections with enormous doses of penicillin. Aureomycin, 
too, shows promise in the treatment of these as well as of 
the penicillin-resistant staphylococcal infections (Nichols 
and Needham, 1949; Yeager, Ingram and Holbrook, 1949). 
As regards wound suppuration, Brown and Andrus (1948) 
now note its absence when penicillin is used. McElhinney 
and Holzer (1948) state that in their cases wound infec- 
tions have dropped from 30% to nil since they have used 
penicillin early. However, this does not coincide with the 
experience of all surgeons, even those accustomed to 
commence penicillin administration immediately the 
patient enters hospital. 

Follow-Up of Patients Surviving Palliative Operations.— 
Illingworth, Scott and Jamieson (1946) in Scotland fol- 
lowed 733 patients who survived simple closure. They 
decided that if no further treatment was given, remission 
of symptoms was seldom of long duration. Of the patients, 
70% had relapsed within five years, and the incidence rate 
of major complications (reperforation, hemorrhage or 
need for further operation) was 20%. 

Therefore it may be seen that these patients must be 
adequately treated medically during convalescence and 
followed up. Also, until the ulcer is cured the patient 
must be careful about the type of work he does. Lifting 
heavy weights or straining may make an ulcer perforate 
or cause hemorrhage. 


THE RoyAL NortH SHORE HOSPITAL SERIEs. 

In the decade from September, 1939, to August, 1949, 
there were 44 patients in this hospital with a perforated 
peptic ulcer. 

There were 15 deaths in this series. Of these 44 patients 
five were not operated on, as their illness was not diag- 
nosed, and of these four died. Thus of the 39 patients 
operated upon, 11 died. 

In the first five years (1939 to 1944) of this series there 
were 14 cases with nine deaths. Three of these patients 
died without a diagnosis, so that there were 11 patients 
operated upon with six deaths. In the second five years 
(1944 to 1949) there were 30 cases with five deaths. Two 
cases were undiagnosed (one of these patients died), so 
that there were 28 patients operated upon with four deaths. 

Thus this series reflects the general improvement in 
mortality figures that is seen in al) series over the past 
five years. During this latter period the passage of a 
stomach tube before operation and the early administra- 
tion of antibiotics have become routine procedures at the 
Royal North Shore Hospital. 


Causes of Death. 


An examination of the 11 fatal cases gives us some clue 
to this comparatively high death rate. 


Morbidity among the Roya! North Shore Hospital 
Survivors. 

Among the 28 survivors after operation there were five 
cases of wound dehiscence, three with frank wound infec- 
tion. There was one pelvic abscess. Three patients 
developed bronchitis, two developed atelectasis at the base 
of the right lung, and one developed frank lobar pneu- 
monia. One patient suffered a pulmonary embolus and 
one right femoral thrombophlebitis. There may have been 
other minor wound infections, but the notes are scanty in 
many instances. The patient who survived without opera- 
tion developed a subphrenic abscess and required a 
jejunostomy. 


PRIVATE SERIES. 

I have had a series of 28 patients treated in my private 
practice over the same past ten years, all of whom were 
treated by simple suture and omental grafting. In contrast 
to the Royal North Shore Hospital series, these patients 
were all below the age of fifty years, were otherwise 
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healthy, and were all able to undergo suture within twelve 
ane As a consequence, there was only one death in the 
series, 


This patient was a female, aged forty years, who had had 
two previous perforations, one five years and the other six 
months previously, the latter of which I had sutured myself. 
The third and last perforation was in a completely new 
ulcer, as it was gastric, whereas the previous ulcer was 
duodenal. After operation she just “faded away”, presumably 
from toxemia, as the post-mortem examination disclosed no 
leakage of the ulcer or infection. 


These two series (the Royal North Shore Hospital series 
and. my own) well illustrate the effects of age, of duration 
of perforation before operation, and of the effects of asso- 
—_ diseases on the mortality rate of perforated peptic 
ulcer. 

The morbidity of my series was as follows: there 
occurred one pelvic abscess, two wound dehiscences, two 
other frank wound infections, and three cases of pulmonary 
atelectasis and bronchitis. 




















TABLE I. 
Particulars of the Eleven Post-Operative Deaths. 
Time Between 
Sex of Age. Perforation 
Patient. | (Years.) | and Operation. Cause of Death. 
(Hours.) 
M. 55 22 Further leakage. Patient died eleven 
days later of an peritonitis 
M. 32 24 General peritonitis. 
M. 73 5 Hematemesis, second day. 
M. 47 24 General peritonitis. 
M. 54 28 Died fifth week after left empyema, 
general peritonitis and jejunal fistula. 
M. 65 Diabetic coma and coronary occlusion. 
M. 65 12 Wound ruptured third day. Patient 
ed under anesthetic for suture. 
M. 69 5 Died on fifteenth day from uremia, 
ca ilure and diabetes. 
M. 63 9 General peritonitis seventh day. 
M. 79 24 Anemia and bronchopneumonia. 
M. 60 12 Hematemesis some days before perfora- 
. tion, when hemoglobin valuewas20%. 
Operation after blood transfusions 
revealed a large perforated gastric 
ulcer in a stomach the seat of general 
pomamcocss gastritis. Apart from 
ronchitis the patient was well until 
the tenth day, when he had severe 
malena and died in spite of blood 
transfusions. 
PENICILLIN. 


These series of cases are too small to judge the effect of 
penicillin on the morbidity rate. Most of the chest compli- 
cations and wound infections occurred even though 
penicillin was administered immediately on the patient’s 
arrival at hospital. However, it is one’s impression that 
these infections are not so severe as in the pre-penicillin 
days, and that they become localized more quickly. 


CONCLUSIONS. 

As soon as a perforated peptic ulcer is diagnosed, the 
stomach should be kept empty by an indwelling tube until 
the post-operative period. Chemotherapy with the anti- 
biotics should be commenced as soon as possible. 

After the patient has recovered from the operation, he 
must be adequately medically treated and followed up. 


SumMakry. 

The treatment of perforated peptic ulcer has been dis- 
cussed, the literature has been perused and the Royal North 
Shore Hospital figures and some private figures of my own 
have been presented. 
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ATRESIA OF THE GESOPHAGUS, WITH REPORT OF 
A CASE. 





By Ian Monk, M.S., F.R.C.S., 
Sydney. 





THE condition about to be discussed is that in which 
failure of normal development of the csophagus has 
occurred so that salivary secretions, or food, are ingested, 
or spill over, into the lungs. Dehydration, starvation, 
inhalational pneumonia or atelectasis of the lung results, 
and these are the fundamental problems to be overcome. 
At the present time unanimity of opinion about the 
management of these patients at last is emerging. 

Recently, when I had operated on a patient one week 
after assisting another surgeon with a similar case, my 
interest was aroused to inquire further about the condition. 


Historical Review. 


The condition was first described in 1670, since when 
sporadic references have been made to it with increasing 
frequency. In 1884 McKenzie collected 43 cases, and in 
1910 Sir Arthur Keith was able to find 14 examples in 
museums in London. By 1933 300 cases had been reported 
in the literature. 

The first attempt at treatment was made in 1888 by the 
performance of a gastrostomy operation, but it was not 
until 1913 that a rational operation was performed by 
Richter, and at that time he suggested the operation that 
is finding favour today. During the last twenty years 
many surgeons have responded to the challenge presented 
by this condition. In November, 1939, Ladd of Boston was 
able to report the survival of an infant following a 
multiple-staged operation. In 1940 Leven reported the 
first long-term survival following a multiple-staged 
operation. In 1941, Haight and Towsley described a com- 
pletely successful case in which closure of the fistula and 
restoration of continuity of the esophagus by direct anas- 
tomosis had been accomplished. These successes have given 
great encouragement to those interested in atresia of the 
esophagus, so that individual surgeons now are reporting 
large series of cases with an ever-increasing percentage 
of cures. 

Incidence. 


For a long time the incidence was stated to be one in 
50,000 births. From 1935 to 1942 at the Postgraduate 
Medical School of London, four cases were found in 10,543 
deliveries, which represents an incidence of one in 2635 
births. At the Royal Hospital for Sick Children, Glasgow, 
24 cases of atresia of the esophagus were found in 6916 
autopsies—that is, one in every 284 post-mortem examina- 
tions. Gray Turner recently estimated that the condition 
occurs almost as frequently as harelip or cleft palate, 
Whatever the incidence may be, it is quite certain that 
many infantile deaths in the past have been variously 
labelled as due to pneumonia or atelectasis, which were 
in reality due to atresia of the esophagus. All surgeons 
with whom one has discussed this subject have had the 
common experience of seeing increasing numbers of these 
cases in recent years, and the fact that certain surgeons 
now can report such large series indicates how commonly 
the condition is diagnosed in certain centres. 





Etiology. 


Between the fourth and twelfth weeks of fetal life, the 
primitive fore-gut becomes divided into two, partly by a 
process of downward tracheal budding, and partly by 
ingrowths of mesoderm from each side which unite to form 
an intervening septum. Further, the primitive eso- 
phagus—like the gut—consists at one stage of a solid tube 
of epithelial cells which later break down to form a 
central lumen. It is easy to see how a slight fault in this 
mechanism can give rise to the abnormality. 


Morbid Anatomy. 

In over 80% of cases the abnormality is found to consist 
of an upper esophageal pouch ending blindly about the 
level of the second or third thoracic vertebra, whilst the 
lower portion of the esophagus communicates with the 
trachea at, or just above, its bifurcation. The gap between 
these two portions of the esophagus averages about 1-5 
centimetres but may be more or less than this. The 
abnormality encountered next in order of frequency is 
said to consist of two blind wsophageal pouches separated 
by varying intervals, and with no fistula between csophagus 
and trachea. Other combinations exist which are quite 
rare, from a small fistula between the trachea and an 
otherwise normal esophagus, to varying degrees of absence 
of the esophagus, with or without fistulous communication. 

Associated abnormalities are not so common as has been 
thought in the past. Haight reported that in 45 consecutive 
cases only one additional deformity incompatible with life 
was encountered. Other deformities are occasionally seen, 
such as imperforate anus, but this is unusual. It should 
be stressed that the vast majority of patients are suitable 
for relief by operation, and that associated abnormalities 
only rarely contraindicate operation. 


The Cause of Death of Untreated Patients. 

The immediate cause of death is nearly always aspiration 
pneumonia, although starvation and dehydration play their 
part to a greater or lesser degree. Occasionally other 
lesions are found post mortem, such as_ intracranial 
hemorrhage, but when one considers the profound dis- 
turbance of metabolism that exists in untreated esophageal 
atresia, this is not surprising. In passing it is of interest 
to note that a patient is recorded who was treated by the 
parenteral administration of fluids only, and who survived 
for thirty-seven days. 


Clinical Features. 

At birth it may be noticed that more than the usual 
amount of pharyngeal mucus is present and resuscitation 
may even be required. During the first twenty-four hours 
after birth, recurring attacks of coughing, choking or 
cyanosis will be noted. This history should be sufficient to 
suggest the diagnosis strongly, as atresia of the esophagus 
is the commonest cause of persistent choking and cyanosis 
in the newborn. If these attacks are precipitated and made 
worse when fluid is taken by mouth the diagnosis is almost 
certain, and immediate steps should be taken to assess 
the condition. Most observers appear to have been 
impressed by the excessive amount of frothy secretion 
that is seen coming from the mouth and nose, and this is 
often a characteristic feature. 


Establishing the Diagnosis. 

It is easy to pass a small catheter into the upper blind 
esophageal pouch, which is the usual abnormality encoun- 
tered. The catheter will be arrested in its passage ten 
to twelve centimetres from the gums; this procedure 
should be watched under an X-ray screen, lest the catheter 
curl up and give a false impression that it can be passed. 
If 0-5 to 1:0 millilitre of lipiodol is introduced down the 
tube, the esophageal pouch can be visualized and valuable 
information obtained of its level in the chest. It has been 
recommended that this should be done under the X-ray 
screen, as a plain X-ray film may give a false impression 
of the position of the upper end of the esophagus if the 
exposure is made at a phase of respiration or deglutition 
when the pouch appears to be in the neck. Confusion 
exists as to the wisdom of using any radio-opaque sub- 
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stance. On no account should barium, in any shape or 
form, be used. However, most people experienced in the 
treatment of this condition do not regard the use of 
lipiodol as being contraindicated, provided that very small 
amounts are used and that this is aspirated immediately 
after the above information has been obtained. 

Before these investigations are concluded, the presence 
or absence of gas in the stomach or bowel should be noted, 
as its presence indicates the existence of a _ tracheo- 
esophageal fistula, and also confirms the idea that the 
lower portion of the esophagus must reach to the level 
of the bifurcation of the trachea. It has been reported that 
a fistula between the trachea and the lower portion of the 
esophagus can exist without the presence of gas in the 
bowel, but this must be extremely rare. 

All this information can be obtained with very little 
disturbance to the child, and in a matter of a few minutes 
the diagnosis can be established beyond doubt. 

The amount of air that has entered the stomach and 
bowel is often considerable, and clinically the abdomen 
may be distended and tympanitic. The communication 
between trachea and stomach has, on occasions, given 
rise to spurious or “see-saw” respirations, so that the 
lover of abstruse clinical signs may detect the presence 
of “gastric respiration”. 


Pre-operative Management. 

Once the diagnosis has been established and treatment 
decided upon, it is essential that a certain time be devoted 
to putting the infant into the best possible condition for 
operation. The full collaboration of an expert pediatrician 
and the whole-time services of an intelligent and 
conscientious nurse are essential, and without these 
surgical enterprise is bound to fail. Starvation and 
dehydration are corrected and chemotherapy is given for 
the pneumonia. Retained secretions in the lung and 
atelectasis are treated by postural drainage, the infant 
being placed in the prone position with the foot of the 
bed raised. The naso-pharynx should be aspirated fre- 
quently, and it has even been recommended that suction 
should be applied continuously. 

The time at which operation should be performed is 
secondary to the general condition; but when optimum 
improvement has been attained, it should not be delayed. 
A certain nicety of judgement is required, but usually 
twelve to twenty-four hours will ‘suffice, although several 
days may occasionally be necessary. Although atelectasis 
and lobular pneumonia are present so frequently, the 
physical signs may clear quite rapidly after postural 
drainage; this suggests that the presence of secretions 
in the larger bronchi is causing the signs, and that 
extensive changes in the lung parenchyma have not yet 
occurred. 


Treatment. 

After adequate preparation, the fundamental aims of 
treatment are, firstly, the closure of the tracheo-csophageal 
fistula which usually exists, and secondly, the prevention 
of further spill-over, or aspiration of secretions into the 
lungs. The nutrition of the infant then remains as the 
next problem to be overcome. All these difficulties can be 
met by closing the fistula between the trachea and the 
esophagus, and by restoring the continuity of the cso- 
phagus. 

If continuity of the esophagus cannot be restored because 
the gap between the ends of the esophagus is too large, 
the fistula must be closed and spill-over of secretions from 
the upper end of the esophagus prevented by exteriorizing 
this pouch. Some days later, when the child has recovered 
from this, a gastrostomy can be performed to enable 
feeding to be accomplished. There then remains the 
formidable problem of constructing some form of ante- 
thoracic esophagus at some future time. Fortunately in 
over 80% of cases it is possible to close the fistula and 
anastomose the two ends of the esophagus in a one-stage 
operation, and the majority of successes reported have 
been achieved in this way. If nutrition cannot be main- 
tained after operation because of stricture of the cso- 
phagus, or because of leakage from the anastomosis, it 





may be necessary to perform a gastrostomy operation to 
accomplish feeding until the local condition in the eso- 
phagus can be rectified. 


Nearly all surgeons prefer the right-sided approach, 
and there is almost unanimity of opinion that the operation 
should be performed extrapleurally. The transpleural 
route has not yielded the same number of successes, and 
should the anastomosed csophagus leak into the pleural 
cavity, this complication seems to be always fatal. 


These are the main principles of treatment about which 
there is almost general agreement. Certain other aspects 
of management remain controversial, such as the choice 
of anesthetic. A certain number of authorities favour 
local anesthesia, supplemented perhaps by a little general 
anesthesia. Whatever is used, one must allow for the 
accidental opening of the pleura, which is very thin. 
Therefore some means must be in use whereby the lungs 
can be inflated should this accident occur. If general 
anesthesia is used, a warning should be sounded about the 
use of curare, as infants do not stand it well. 


It is beyond the scope of this article to enter into too 
detailed a discussion of surgical technique; but the 
following case illustrates some of the problems involved. 


Report of a Case. 


T.E.B., a male infant, aged nine days, was admitted to the 
chest unit with the diagnosis of atresia of the csophagus. 
The night before his admission to hospital the case had 
been discussed on the telephone with the staff of a children’s 
hospital in a nearby city where the infant was a patient. 
The history was that an apparently normal infant had been 
born following an uneventful delivery. The child was the 
second in the family, and the pregnancy had not been 
complicated by illness. Since birth the baby had been unable 
to take feeds, as these caused regurgitation, coughing and 
cyanosis. The child had been admitted to hospital on the 
fifth day after birth, when he was described as being “almost 
moribund”. A diagnosis of atelectasis and possibly atresia 
of the csophagus was made. Fluids were given by the 
intravenous route, penicillin therapy was commenced, and 


' the infant was postured to drain secretions from the lungs. 


Several attempts had been made to pass a small catheter 
down the cesophagus, but the tube would never pass beyond 
a certain point. An unsuccessful attempt had been made 
to pass an cwsophagoscope to try to verify the diagnosis. 
On the sixth day of life blood-stained secretion, and at 
times frank blood, was noticed coming from the nose and 
mouth. By the eighth day the child’s condition had improved 
sufficiently for further treatment to be considered. 

From the foregoing facts given over the telephone it 
seemed almost certain that this was a case of atresia of the 
esophagus. Accordingly, to verify this diagnosis and obtain 
all the necessary information, it was suggested that one 
millilitre of lipiodol should be run into the upper part of 
the wsophagus through a small catheter. This was done 
and the diagnosis was confirmed. The transfer of the infant 
to the chest unit was delayed till next day. 

On his admission to the chest unit the baby’s general 
condition was good. The temperature was normal and there 
was no obvious clinical dehydration, although some evidence 
of under-nutrition was present. The child could cry and 
cough, although the cry was somewhat weak. Blood-stained 
secretion was noted coming from the nose and in the 
pharynx. There were moist rales at both lung bases, which 
did not clear entirely after postural drainage. The abdomen 
was distended and tympanitic. No other abnormalities 
were noted on physical examination. The X-ray films 
accompanying the child showed the following: (i) an upper 
blind csophageal pouch was present reaching to the level of 
the fourth thoracic vertebra; (ii) some lipiodol had spilt 
over into the bronchial tree, and some of this had entered 
the lower part of the esophagus through a fistula which 
commenced just above the bifurcation of the trachea; (iii) 
gas was present in the stomach and small intestine. The 
typical narrowing of the upper part of the lower csophagus 
where it joined the trachea was seen. 

The opinion of the pediatrician was sought, and he 
undertook the pre-operative and post-operative management 
of the baby. It was thought that nothing was to be gained 
by further delay, especially as almost five days had been 
devoted to improving the child’s general condition and the 
state of the lungs. Accordingly, on the ninth day after 
birth, and after the intravenous drip administration of fluid 
had been restarted following its cessation during the 40-mile 
journey by ambulance, operation was performed, during 
which 50 millilitres of blood were given. 
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The position used was to lay the child prone with a 
small folded towel as support for the chest. The head was 
turned to the right and the right arm was allowed to hang 
forward over the side of the table. The anesthetic con- 
sisted of oxygen and cyclopropane with one milligramme 
of curare to allow of intubation and packing of the 
pharynx. This was supplemented by infiltration of the 
chest wall with local anesthetic. Very little other than 
oxygen and a small amount of cyclopropane was used 
throughout, but a further milligramme of: curare was given 
about one hour after the start of the operation. 


The incision commenced over the second rib posteriorly 
midway between the spines and the medial border of the 
scapula, and was continued downwards parallel to the 
spines and then curved laterally to a point two fingers’ 
breadth below the inferior angle of the scapula. The 
trapezius and rhomboids, with part of the latissimus dorsi, 
were divided to expose the chest wall. About two and a 
half inches of the third rib were resected subperiosteally 
right back to the transverse process. This was done care- 
fully lest the pleura be opened. The extrapleural plane was 
then sought, and by the cautious use of blunt dissection 
(mostly the finger) this plane was opened, especially 
posteriorly and in the region of the back ends of the 
second and fourth ribs. It was then an easy matter to 
resect short segments of the second and fourth ribs adjacent 
to the transverse processes and to ligate and divide the 
second and third intercostal bundles. Next the ribs were 
spread by the use of a self-retaining mastoid retractor, the 
underlying pleura being protected by small moist gauze 
swabs. This was found to give adequate exposure. Through 
the very thin pleura several plum-coloured patches about 
one centimetre in diameter could be seen in the underlying 
lung. The pleura was separated further posteriorly, the 
sympathetic chain being the first anatomical landmark seen, 
and then the azygos vein (a relatively large structure), 
which was ligated and divided. The vagus was then noted 
as a prominent structure, and with a little further dissection, 
the trachea was found with the lower portion of the cso- 
phagus joining it just above its bifurcation. The upper blind 
pouch of cwsophagus was seen as a finger-like process 
reaching to within about one and a half centimetres of the 
bifurcation of the trachea. Its muscular wall was relatively 
thick and appeared to be hypertrophied, and it approximated 
in size to the average man’s ring finger. A catheter passed 
by the anesthetist into the pouch rendered its recognition 
easier. Two stay sutures were placed in this pouch, and it 
was freed almost up into the neck by the use of the finger 
as a blunt dissector. It was then obvious that sufficient 
length would be available for the anastomosis. Next a stout 
thread (tape would have been better) was placed around 
the lower cesophagus as a tractor, and its upper part freed 
by sharp dissection from the tracheal wall with which it 
became intimately connected; by this means maximum 
length was obtained. A single ligature was tied round the 
fistula flush with the tracheal wall, and after two stay 
sutures had been placed in position, the lower portion of 
the csophagus was freed from the trachea. Several small 
bougies were passed into the distal part of the csophagus 
to estimate the size of the lumen and with the idea of 
perhaps dilating it a little, as the portion of the csophagus 
in the region of the trachea was thinnest and narrowest 
in this part. The upper pouch of csophagus was opened 
next and a number 9F catheter, which had been passed 
previously, was drawn into the wound and threaded, with 
some difficuity, into the distal part of the esophagus. The 
anastomosis was performed around this catheter by the 
use of interrupted mattress sutures of “00000” silk mounted 
on eyeless round-bodied needles. This proved tedious and 
time-consuming as one tried to avoid picking up the cso- 
phagus with forceps. The lack of a pair of fine-pointed, 
non-toothed, dissecting forceps was felt to be a handicap. 
During the performance of the anastomosis, several sutures 
cut through the thin and friable lower segment of the 
csophagus, and to complete the anterior part of the 
anastomosis the catheter had to be withdrawn as it was 
too big. After completion of this single layer of sutures, 
the anesthetist injected a few millilitres of sterile milk 
into the upper part of the csophagus through the tube. 
Several small leaks were noted, the whiteness of the milk 
rendering their recognition easier. After some six or eight 
sutures had been placed with the idea of “telescoping” the 
capacious upper segment over the smaller lower segment, 
the anastomosis was found to be sound. 


Closure was effected by placing several interrupted sutures 
to approximate the ribs, a corrugated rubber drain was 
placed down to the anastomosis, and both muscle layers 
were approximated with a continuous suture of catgut after 
tablets of penicillin and sulphonamide had been placed in 





the wound. A continuous silk suture was used for the 
skin and subcutaneous tissues. The wound was strapped 
with “Elastoplast” over a small strip of gauze, and several 
strips of “Elastoplast” were applied to the right side of the 
chest for support. There was very little paradoxical move- 
ment of the chest after closure. At the conclusion of the 
operation the child was breathing naturally, was a good 
colour, could cough, and was vigorously sucking his fingers. 
No accumulation of saliva was noted. He was placed in 
an oxygen tent and the intravenous drip administration of 
fluid was continued. 

The pediatrician was in charge of the administration of 
all fluids, all nourishment, and all chemotherapy. It was 
decided that fluids by mouth should be given as soon as the 
child was willing to swallow them, as it was known that the 
anastomosis was sound, and was likely to be so for at 
least a few days before any trouble would arise from the 
suture line. Accordingly a régime was worked out, com- 
mencing with the administration of very small quantities 
of sterile water by mouth, and increasing this according to 
the amounts which the child could swallow without 
regurgitation, although difficulty was anticipated in getting 
even water through such an cesophagus of such narrow bore. 

For six hours after operation all appeared well. The 
child’s general condition was satisfactory, small amounts of 
sterile water could be taken by mouth, and no accumulation 
of saliva was noted in the naso-pharynx. At twelve hours 
after operation a deterioration in the general condition was 
evident, as the child’s cry had become feeble, the cough 
reflex was depressed, and blood-stained mucus occasionaily 
required aspiration from the naso-pharynx. By this time 
a weak milk mixture was being given, and as some of this 
was being regurgitated, all administration of fluids by 
mouth was suspended. Some nineteen hours after operation 
the infant died. 

Examination post mortem revealed the following findings. 

There was blood-stained mucus in the trachea and both 
main bronchi. On the posterior wall of the trachea for 1°5 
centimetres above its bifurcation, a longitudinal ridge was 
seen extending down to the point where it communicated 
with the previous site of the tracheo-cesophageal fistula. 
The mucous membrane lining this area resembled cesophageal 
mucous membrane. 

There was no air and no fluid or exudate in either pleural 
cavity. The left lung was almost completely airless and dark 
red in colour, resembling the text-book description of red 
hepatization. The right lung contained several similar plum- 
coloured areas about one to two centimetres in diameter. 

The continuity of the esophagus was intact and a fine 
probe could be passed through the anastomosed area. 

The stomach and small bowel were somewhat distended, 
but no additional abnormality of the alimentary tract, heart, 
or genito-urinary tract was noted. 


Discussion. 

The findings at operation in this case are typical of 
what one finds in the majority of cases. It is idle to 
speculate whether a successful outcome would have been 
achieved if the condition had been diagnosed shortly after 
birth. Unless those attending an apparently normal infant 
at birth are aware of the clinical features of this con- 
dition, and especially when the baby is not delivered by 
a medical practitioner, there is always likely to be delay 
before a diagnosis is made. This child was not admitted 
to hospital until the fifth day after birth, and from the 
description of his general condition at that time and the 
subsequent findings post mortem, one feels that he had 
done well to survive so long and undergo a long operation. 
I am unable to say whether it would have been better to 
wait even longer before operating; but the time spent in 
preparing the child was far longer than is usual in such 
cases. One is always on the horns of a dilemma in choosing 
the correct time for operation, because, even though it is 
essential to spend time in clearing the bronchial tree and 
combating infection, gastric distension tends to increase 
with the passage of time and gastric contents may be 
regurgitated from below into the trachea. It has been 
recommended that the operative approach should be made 
on the side on which the pneumonia is worse, so that 
there will be no interference with the aeration of the 
sound lung. In this case a left-sided approach would have 
been necessary. At the autopsy, it came as somewhat of a 
surprise to discover how extensive the pneumonia of the 
left lung was. This fact was not recognized clinically or 
radiographically before operation, although the X-ray film 
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had been taken some eighteen hours before this and the 
condition may have developed subsequently. However, 
even if this had been recognized, one feels that the 
technical difficulties of the left-sided approach are too 
intimidating, as the aorta requires some mobilization 
involving ligation and division of intercostal arteries, all 
of which considerably adds to the hazards of the operation. 


Contrary to what is often stated, the pleura strips more 
readily the nearer the mediastinum is approached. The 
pleura is in greatest danger of being opened when the 
posterior ends of the ribs, with their intercostal bundles, 
are being divided. This danger can be overcome by careful 
resection of sufficient length of one rib in order to mobilize 
the pleura freely before dividing the back ends of adjacent 
ribs. 

The cooperation of the anesthetist in passing and 
manipulating a small catheter from above, and the use 
of this catheter during the anastomosis, greatly facilitate 
matters. When the esophagus is being handled and the 
anastomosis is being made, the utmost patience and 
delicacy must be practised, and the use of ordinary dis- 
secting forceps must be eschewed. A pair of long, fine- 
pointed, non-toothed dissecting forceps (such as McIndoe’s) 
should be used; the lack of these is a great handicap. 
The various types of anastomosis that have been employed 
are too numerous to discuss here, but anyone interested in 
this work should familiarize himself with them. After 
operation, the use of a tube left in the esophagus is to 
be deprecated, as often it is not well tolerated, causes 
infection and acute otitis media, and by acting as a foreign 
body predisposes to subsequent stricture formation. The 
anastomosis should stand any strain likely to be put upon 
it in the immediate post-operative period, and leakage 
is more likely to occur in the days following this period 
when sutures loosen or cut out. Should trouble arise at 
the anastomosis, or difficulties in feeding occur, the per- 
formance later of a gastrostomy operation will have to be 
considered. Certain Swedish surgeons are employing this 
almost as a routine measure, making the gastrostomy a 
day or two after the operation, in order to rest the suture 
line and allow feeding to be performed. As against this, 
it is a further risk in itself for the child to run, and often 
regurgitation of gastric contents occurs up the esophagus, 
thus defeating one of the objects of gastrostomy. 


Summary. 

1. Some of the problems presented by atresia of the 
esophagus are discussed. 

2. A review of the literature suggests that the condition 
occurs more frequently than has hitherto been supposed. 

3. The abnormality encountered in over 80% of cases 
is suitable for correction by a one-stage operation. 

4. The clinical features are characteristic, and the diag- 
nosis can usually be established without difficulty. 

5. A case is described in some detail and certain features 
of this case are discussed. 
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THROMBOCYTOPENIC PURPURA IN PREGNANCY: 
A REVIEW OF THE LITERATURE, WITH THE 
REPORT OF A CASE AND DISCUSSION OF 
POSSIBLE HORMONAL CAUSES. 





By Eva A. SHIPTON, 
Sydney. 





PURPURA HAZMORRHAGICA occurring during pregnancy is 
rare, and the case to be recorded below, with splenectomy, 
recovery and the subsequent birth of a normal child, 
emphasizes several interesting points. These are as 
follows: (i) the early difficulty in diagnosis, as purpura 
did not appear until the patient had been under observation 
for a few days; (ii) the number of blood transfusions 
given; (iii) the low platelet count persisting after splenec- 
tomy and until after the birth of the child; (iv) the 
failure of the hemoglobin value to rise until after many 
transfusions. 

There are a few reports in the literature on the histo- 
pathology of the spleen in thrombocytopenic purpura in 
pregnancy. Klemperer reported on the spleen from the 
patient of Bernstein et alii (1939), and found hyperplastic 
pulp with many eosinophilic myelocytes. The Malpighian 
corpuscles were numerous and conspicuous. Examination 
of the spleen from the patient of Pythyon and Lartz 
revealed no disease in the lymphoid follicles. The splenic 
pulp, however, had an increase in fibrous tissue stroma; 
there were destroyed red cells, and red cells were accumu- 
lated in various parts of the spleen. The diagnosis was 
hyperplastic spleen. In Polowe’s case (1944) the patho- 
logical diagnosis was agnogenic myeloid metaplasia 
of the spleen with a large splenoma and areas of necrosis. 
A full clinical history and examination and complete hema- 
tological data are necessary before a diagnosis of idio- 
pathic purpura in pregnancy can be made. Obvious causes 
of purpura, such as the leuchemias, splenomegalies asso- 
ciated with leuchopenia and thrombocytopenia, and infec- 
tions, are soon eliminated, also the non-thrombocytopenic 
purpuras. Infectious mononucleosis with thrombocytopenia 
(Damashek and Grassi, 1946; Angle and Alt, 1948) can 
be excluded by the blood count. It is the secondary thrombo- 
cytopenic purpuras which cause the most difficulty in diag- 
nosis, and one can never be sure that the diagnosis of 
idiopathic thrombocytopenic purpura is infallible: A radio- 
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logical examination of the chest should always be carried 
out. In scurvy the platelet count is normal. A case of 
Boeck’s sarcoid of the spleen causing a picture indis- 
tinguishable from idiopathic thrombocytopenic purpura in 
pregnancy, with splenectomy and recovery, is reported by 
Nordland (1946). Sarcoid as a cause of thrombocytopenic 
purpura is uncommon; but cases in the non-pregnant have 
been reported by Enzer (1946) and Schwartz (1945). Tuber- 
culosis must always be excluded in the search for a cause, 
as many cases have been reported (Kellert, 1931; Jones 
pac Tocantins, 1932; Edelman, 1941; Weiner and Carter, 
1941). 

A history of the ingestion of any drugs should be sought, 
and inquiry should be made whether injections have been 
given. Numerous drugs can cause thrombocytopenic pur- 
pura. Sulphonamides especially should be eliminated 
(Gorham, 1948; Hurd, 1943; Kracke, 1943), as well as 
“Sedormid” (Falconer and Schumacher, 1940), organic 
arsenicals (Falconer and Epstein, 1936, 1940), quinine and 
ergot (Peshkin and Miller, 1934), thiourea (Newcombe and 
Deane, 1944), sodium salicylate (Rappoport, 1945), and 
gold (Mettier, 1948). Leg-stocking cosmetic has been noted 
as a cause (Limarzi, 1944). Food allergy is a rare cause, 
but cases have been reported (Dutton, 1938; Squier and 
Madison, 1937). Liver disease should be excluded (Morlock 
and Hall, 1943). Although the condition known as throm- 
botic thrombocytopenic purpura is rare, it is necessary for 
the sake of completeness to consider it (Trobaugh, 1946; 
Singer et alii, 1947; Fitzgerald et alii, 1947), if only to 
discard it. Also the type of case reported by Friedberg 
and Gross (1936) should be borne in mind in which the 
lesions of the vascular tree which play such a large part 
in the causation of purpura are stressed. Malignant disease 
of the stomach may occur with purpura as the initial 
symptom (Willis, 1942). 

As was pointed out by Burnett and Klass (1943), some 
of the cases reported in the older literature as thrombo- 
cytopenic purpura in pregnancy have not the necessary 
diagnostic features of the disease. The following are 
regarded as cases of true idiopathic thrombocytopenic 
purpura occurring during pregnancy. 

Ulrich et alii (1925) reported a case in which the platelet 
count was 25,000 per cubic millimetre; the patient re- 
covered. Liebling (1926) reported the condition in a 
primipara with a history of hemorrhage from the nose and 
gums and petechie from the fifth month of pregnancy, 
which did not disappear until about two months after 
delivery; the child was affected but recovered. Hottenstein 
and Klingman (1927) had a patient, aged thirty years, 
who noticed purpuric patches on her skin in the fourth 
month of her third pregnancy, with hemorrhage from the 
gums; the platelets numbered 40,000 per cubic millimetre. 
The patient was delivered of a normal child, but hemor- 
rhage from the vagina. was continuous, splenectomy was 
performed, and the patient died from complications. Meulen- 
gracht (1928) mentions briefly the case of a woman aged 
thirty-five years, with purpura recurring in each of two 
pregnancies, which had to be interrupted; the platelet 
count was 20,000 per cubic millimetre. Siegler (1934) 
reported the case of a woman, aged twenty-nine years, in 
her fifth pregnancy who had had purpura for seven years. 
The platelet count was 80,000 per cubic millimetre. De 
Saussire and Townsend (1935) described the case of a 
negress, aged thirty-five years, who had hematemesis, 
vaginal hemorrhage and hematuria at the time of delivery. 
The platelet count was 33,000 per cubic millimetre and the 
bleeding time thirty minutes. Troland and Lee (1938) 
report the case of a patient with purpura commencing 
during the early months of pregnancy with a low platelet 
count. Splenectomy was performed after the delivery of 
a healthy child, and hemorrhage ceased. In 1939 Bern- 
stein, Newman and Hitzig reported a case in which purpura 
of the skin appeared in early pregnancy, and in the fifth 
month the patient was admitted to hospital because of 
vaginal hemorrhage and epistaxis. The platelet count was 
10,000 per cubic millimetre, and marrow puncture revealed 
a slight increase in megakaryocytes. Splenectomy was 
performed, hemorrhage ceased, and the child was delivered, 
but died of atelectasis; the hzematopoietic system was 





normal. Urbanski and Hunter (1942) report an interesting 
case of a woman with purpura from the age of fourteen 
years. The purpuric symptoms became severe late in her 
second pregnancy; the fetus was stillborn, with purpura 
similar to the mother’s. Splenectomy was performed later, 
and this was followed by three full-term pregnancies with- 
out recurrence of the mother’s purpura. Burnett and Klass 
(1943) reviewed much of the literature on the subject and 
reported a case of true thrombocytopenic purpura in a 
primipara, aged twenty-one years. Pythyon and Lartz 
(1943) present a case in which splenectomy was success- 
fully undertaken without disturbance of the pregnancy; 
however, on the fourth post-operative day a stillborn infant 
was delivered. In 1944 Limarzi examined a white girl, 
aged seventeen years, approximately seven months preg- 
nant, who had had purpuric symptoms for the last two 
years; she had a normal full-time child and splenectomy 
was performed about three weeks later. Polowe (1944) had 
a pregnant patient with thrombocytopenic purpura who 
was successfully treated by splenectomy in the eighth 
month of gestation. The patient was delivered of a normal 
infant about two weeks prior to the estimated term. Finn 
in the same year (1944) reviewed the literature and 
reported three new cases in detail. In 1946 Patterson 
reported the case of a primipara, aged twenty-one years, 
who was known to have had chronic purpura and thrombo- 
cytopenia since the age of four years. She became preg- 
nant against medical advice, but went through pregnancy 
normally except for post-partum hemorrhage. The baby 
had thrombocytopenia. Chalmers (1948) reported a case 
in which a doctor’s wife had an acute transient purpuric 
rash during the thirty-fifth week of her second pregnancy. 
The platelet count was 101,500 per cubic millimetre. Labour 
was unattended by any complication. 


Other cases of purpura in pregnancy have been reported, 
and a review of these stresses the great importance of a 
correct diagnosis, as splenectomy is contraindicated in 
some of these purpuras. One of the earliest reviews is 
that of Mosher (1923). No platelet counts are given, and 
the purpura may have been due to scurvy. Rushmore, in 
1925, reported a patient, aged twenty-nine years, in the 
sixth month of her first pregnancy with pronounced itching 
of the skin and urticaria and purpura. No platelet counts 
are given. No other hemorrhages occurred. The case 
described by Stubbs and Martin (1933) with the sudden 
appearance of an acute purpuric rash during labour is 
interesting, as it emphasizes the importance of the capillary 
aspect. Peshkins and Miller’s case (1934) of thrombo- 
cytopenic purpura in a pregnant mulatto woman was appar- 
ently due to quinine and ergot. Stone and Bunin’s case 
(1936) was due to quinine. Israel and Winson’s report 
concerns a white woman, six months pregnant, with bleed- 
ing gums and epistaxis. She had had a nephrectomy for 
carcinoma five years previously and a subtotal thyreoidec- 
tomy in the first trimester. The platelet count was 
140,000 per cubic millimetre. The question as to whether 
pregnancy is a causal factor in thrombocytopenic purpura 
or whether the occurrence of the two conditions is only 
coincidental is interesting. Limarzi states that the associa- 
tion represents the incidence of two unrelated conditions, 
and believes the same to be true of thrombocytopenic 
purpura with hyperthyreoidism, tuberculosis and catarrhal 
jaundice. Burnett and Klass (1943) remark that the 
relationship between pregnancy and purpura remains 
obscure, but conclude that it is impossible not to believe 
that the two conditions are correlated in some manner. 
They also stress the importance of following for years 
these subjects of thrombocytopenic purpura in pregnancy, 
to see if relapses of the purpura occur. 


In the majority of collected cases of thrombocytopenic 
purpura the disease occurs much more frequently in women 
than in men. Giffin’s series (1936) shows that two-thirds 
of his patients were women. In Brown and Elliott’s series 
(1936) the disease was four times as prevalent amongst 
females as amongst males. Wintrobe et alii (1940) found 
a lower ratio—roughly 4:3. Evans and Perry (1943) 
believe that the disease is about evenly distributed 
between the sexes before puberty, but above that age 
there is a preponderance of five females to one male. 
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Their figures show a peak in early adult life and again at 
the menopause. Whether the female endocrines have a 
part to play in purpura in pregnancy is an interesting 
question. The blood estrogen level is known to rise 
gradually after conception. During the first eight weeks 
the amount of the hormone is relatively low, but after this 
point it rises steadily to a peak just before term. The 
effect of cestrogens on the blood picture of some species 
of animals has been studied by several investigators. 
Arnold (1939) was the first to show that doses of estrogen 
suppressed hematopoietic function, including platelet 
formation, in the dog to such an extent that in some cases 
death resulted. This happened with natural and synthetic 
estrogens. Balo and Purjesz (1937) and Bareuther and 
Schabbel (1937) reported anzwmia, purpura and leuco- 
cytosis followed by leucopenia in dogs after administration 
of estrogens. Tyslowitz and Dingemanse (1941), working 
with normal dogs of both sexes and with castrated female 
dogs, obtained the same results with estrone, estradiol 
benzoate and diethylstilbestrol. Hzmorrhages occurred 
under the skin and mucous membranes of the intestinal 
and genital tracts. Testosterone did not produce anemia 
and did not prevent the effect of estrogens. McBryde et 
alii (1940) obtained essentially the same results in dogs 
and rats with the synthetic and natural estrogens; they 
also showed that fatty degeneration and necrosis of the 
liver occurred. Liver function tests and blood examina- 
tions of 14 patients receiving one to five milligrammes of 
stilbestrol daily showed no deviation from normal. 
Crafts (1941) obtained the same results in dogs, but 
found that the rhesus monkey was not affected unless the 
liver was previously damaged by chloroform, when a 
moderate degree of anemia was produced. Tyslowitz 
(1941) found that large doses of cstrogens did not produce 
toxic effects on the blood picture of rhesus monkeys. 
Karnaky (1947) studied 163 pregnant and non-pregnant 
women, giving various doses of stilbestrol for periods 
from one week to one year. He found no alteration in 
the blood picture even when a total dosage of 110,000 
milligrammes was given over a period of one year. The 
platelet count was approximately the same before, during 
and after the therapy. No patient developed hemorrhages, 
nor did the abdominal or perineal incisions bleed more 
than usual in patients undergoing operation. Shute (1946) 
states that the evidence that vitamin Z is anti-cstrogenic 
in nature is considerable. Eight years previously he 
observed that women having prolonged bleeding and 
clotting times usually had high blood estrogen levels, 
and that the administration of vitamin ZH restored these 
to normal. He with Skelton et alii (1946) was able to 
produce purpura in dogs with stilbestrol, and found that 
if they were given synthetic a-tocopherol acetate in oral 
doses of 200 milligrammes daily the purpura was quickly 
cured and platelet counts and capillary fragility returned 
to normal. Five patients with thrombocytopenic purpura 
were treated, one of whom had not been helped by splenec- 
tomy, and platelet counts and capillary fragility were 
quickly restored to normal; but treatment had to be 
continuous. Pfeiffer and Hoff (quoted by Burnett and 
Klass) have demonstrated that thrombocytopenia may 
result from the action of progesterone on the spleen, and 
they suggest that should this hormone be produced in 
quantities greater than normal for pregnancy it may cause 
a reduction of the platelets to purpuric levels. Burnett 
and Klass go on to state that the early occurrence of 
thrombocytopenia and its tendency to disappear later in 
pregnancy suggest that it is those hormones which reach 
a high concentration in the early months, such as the 
anterior pituitary lobe principle and the pituitary gonado- 
tropins, that may be responsible. They also mention the 
work of Sakai, who considers that the reduction in the 
platelet count before menstruation results from increased 
activity of the reticulo-endothelial system, and that this 
hyperactivity during pregnancy may contribute to the 
occurrence of purpura. Ehrenburg, quoted by Goldberg 
(1940), injected large doses of corpus luteum extract into 
two dogs and observed definite qualitative and quantitative 
deficiencies within twenty-four hours. In their hands 





purpura. Evans and Perry (1943) report a patient with 
thrombocytopenic purpura who became pregnant, and in 
the eighth month the platelet count was 770,000 per cubic 
millimetre; after delivery the symptoms recurred and the 
platelet count fell. Only a few observations on the platelet 
count in normal pregnancy can be found in the literature. 
Some of the older references are unavailable here. 
Hittmair (1932) notes the inconsistency of the results by 
different workers, some finding a decrease, some an 
increase. According to Giudiceandrea (1934), an increase 
in the number of platelets to 500,000 or 600,000 per cubic 
millimetre occurs, especially after the fifth month, a rapid 
return to normal setting in after parturition. 


It is an old observation that many women bruise more 
easily than usual just before the menstrual period, and 
there are important observations in the literature on the 
hormonal regulation of platelets in relation to menstrua- 
tion. Genell (1936) has studied variations in the platelets 
during the normal menstrual cycle, 1433 determinations 
being made on 38 women. Genell found that the number 
of platelets varied in a regular manner, characterized by 
the occurrence of the lowest values on the first and second 
menstrual days, a subsequent rise which reached a peak 
after several days, and later a premenstrual decrease. 
However, the author does not believe that these changes 
are due to variation in the follicular hormone, and also 
leaves open the question whether the sudden decline in 
the number of blood platelets at the onset of menstruation 
may stand in a causal relation with the extinction of the 
corpus luteum hormone that takes place at this time. 
Pohle (1939) obtained similar results to Genell on 13 
women during a total of 82 menstrual cycles. Catel and 
Schotola (1940) traced the decrease in the number of 
platelets during menstruation to the influence of the 
corpus lutewm hormones, and suggested the use of the 
reaction of the platelets as a test for the potency of corpus 
luteum extracts. Kretz (1930) quotes Klemperer and 
Lesche as emphasizing the fact that the first symptom of 


‘purpura hemorrhagica may be menorrhagia, and that 


unless this is known a gynecological operation may be 
undertaken. Goldberg and Gouley (1940) also discuss this 
subject and suggest that some abnormality of the men- 
strual cycle may stimulate the thrombocytolytic activity 
of the spleen; but further elucidation is required. Minot 
(1936) discusses three examples of purpura hemorrhagica 
occurring periodically with menstruation, which after 
three to seven attacks ceased spontaneously. Morawitz 
(1936) in his classification of purpura mentions the hor- 
monal type occurring especially premenstrually and in 
the climacteric. Nagy (1925) described a group of cases 
among women with an hemorrhagic diathesis and thrombo- 
cytopenia that he believed to be due to ovarian disturbance. 
David (1926) also described cases.. Frank (1931) himself 
had two patients with pronounced changes in the ovaries. 

All these investigations have concentrated mostly on 
the thrombocytopenic aspect of the disease, and the changes 
in the capillaries have received less attention; but these 
changes are an essential part of the disease, and its 
importance is indicated by clinical experience, as the 
degree of purpura or hemorrhage is not correlated with 
the platelet count. Bedson (1921, 1922) showed that two 
conditions must be present for purpura to develop— 
namely, a vascular defect or injury and lack of platelets. 
Elliott and Whipple (1940) have confirmed these results 
and believe that they have definite evidence of capillary 
and platelet factors in thrombocytopenic purpura. Leonard 
and Falconer (1941) failed to find any actual capillary 
lesion and state that vasodilatation together with the 
platelet deficiency may be the means by which hemorrhage 
is produced. Poncher (1935) believed that the absence 
of platelets was not the direct cause of purpura hemor- 
rhagica and made the following statement: 


The primary cause must be another factor. When 
this factor is absent hemorrhage will not occur whether 
platelets are reduced or not. The connection between 
capillary damage and thrombopenia may be reciprocal 
and the symptoms may follow a common insult. 


corpus luteum extract was ineffective and exerted a | MacFarlane (1941) in an interesting study concluded that 
deleterious effect in menorrhagia due to thrombocytopenic 


thrombocytopenic purpura was a condition in which the 
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TABLE I, 
Blood Findings. 
Hemoglobin | 
Platelets Value. Erythrocytes Leucocytes Nucleated Blood 
Date. per Cubic (Grammes per r Cubic r Cubic | Erythrocytes. Transfusions, 
Millimetre. Centum.) Millimetre. illimetre. | (Millilitres.) 
| 
6.11.48! 15,000 5-22 700,000 13,000 | 4 per 100 1,000 
leucocytes 
9.11.48 6,000 4:5 oe _ | = 200 
10.11.48 — _— _ _ a 18,000 
— 27,000 8-4 _ _— | — _ 

.30 p.m. — “ oe 25,000 = <= _— -- 1,000 
12.11.48? be A + | 1,000 —_ — _ ~ 1,450 
12.11.48¢ a 6 us 15,000 = - | _ — 
13.11.48 .. as +e = — 5°7 _— — 1,500 
14.11.48— 

7.30 a.m 16,000 §°7 — _- —_— — 
9.30 a.m a _ _ —- _— 1,500 
3.30 p. — 8-0 _ - — -- 
15.11.48? 18,000 6°5 _ — — 1,500 
16.11.48 12,000 8-5 _ _ _— — 
17.11.48 1,400 7:6 _- — aS 500 
18.11.48 10,000 5-2 _ —_ =- 500 
19.11.48 14,000 — — - _ eae 
20.11.48 10,000 6-9 -- _— —_— _ 
22.11.48 10,000 3°6 1,600,000 34,000 28,000 per cubic 1,000 
millimetre 
23.11.48 8,000 5-2 ~ — — _ 
24.11.48 12,000 4-6 a _— _— 1,000 
25.11.48 15,000 6:7 — _ —_— — 
26.11.48 8,000 5°3 _ — — —_— 
27.11.48 5,000 _— —_ — — — 
29.11.48 6,000 5-4 == — | —_— _ 
30.11.48 5,000 4-8 —- — | — 1,000 
1.12.48 6,000 5-5 — —_ — — 
2.12.48 5,000 4:4 1,300,000 26,000 ,000 per cubic 1,000 
millimetre 
8.12.48 . 4,000 4:9 _ — —- — 
4.12.48 . 4,000 —_ — — _— — 
6.12.48 . 6,000 6:3 a — — 1,500 
7.12.48 . 4,000 4-8 _ a= — _ 
9.12.48 . _ 8-6 = — _ 1,500 
10.12.48 .. 3,000 10-5 — _ — —_ 
13.12.48 .. 4,000 _ _ _— —_ _ 
14.12.48 .. — 7°2 — oa ~- — 
16.12.48 3,000 7-9 _ —_ _ — 
21.12.48 8,000 8-4 — = _— _— 
29.12.48 11,000 —_ _ _ — _ 
-—P oe 19,000 10-8 _ — | — _ 
a8, 280... 40,000 12:7 _ _ | — _ 
21. 1.495 35,000 10-8 — — _ _— 




















2A tosis and poikilocytosis pronounced, also polychromasia. Bleeding time twenty-five minutes. 


nisocy 
* Bleeding time thirty minutes. 
Splenectomy performed by Dr. Richard Flynn. 
‘ After operation. 
5 Bleeding time two minutes. 


capillary abnormality was associated with a shortage of 
platelets. Splenectomy may restore the capillary function 
without a rise in the platelet count, or may faii in spite 
of such a rise, and, what is more important to remember, 
the hemorrhagic tendency may be localized to a particular 
site because the vessels in other situations react normally. 
Quick’s (1942) hypothesis is that the causative factor 
responsible for vasodilatation is histamine, and that the 
function of the platelets is to remove this agent, but that 
in carrying out this they are rendered more susceptible 
to agglutination and lysis. He thinks that the assumption 
of a continuous over-production of histamine in hzmor- 
rhagie purpura accounts for the vasodilatation as well as 
for the reduction in the number of platelets. Wiener 
(1947) discusses the changes that occur in the peripheral 
blood circulation during pregnancy. Direct observation of 
this by capillaroscopy has shown that the flow of blood 
in the capillaries of the lower parts of the legs and of 
the finger nails is often slowed. Complete stasis or even 
regurgitation of the blood from venules to the arterioles 
has been observed more often than in controls: 

The number of capillary loops increase in 2/3rds of 
the pregnant women after the second month but not 
infrequently only as late as the 7th or 8th month. Two 
months after delivery the normal number of hair-pin 
type capillary loops is usually found again. 

Seitz, also quoted by Wiener, found that the tourniquet 
test gave a positive result in 80% of pregnant women, 
owing to the high permeability of the capillary wall. 
According to Spiegler, the serum of blisters produced by 
cantharides on the skin of pregnant women contains three 
or four times more lymphocytes than under normal con- 


ditions. The problem of the cause of varicose veins in 
pregnancy has still to be solved. 


The tourniquet test often gives a positive result before 
and during menstruation. Von Leszcynski (quoted by 
Wiener) found that in 87 of 100 women whom he tested 
with intracutaneous injections of trypan blue, the dis- 
appearance of the deposit was faster than normal, sug- 
gesting an increased activity of the reticulo-endothelial 
system. 

Further research and careful clinical observation are 
necessary to elucidate all these findings. Figures for the 
platelet count throughout normal pregnancy should be 
obtained. The estimation of hormones in blood and urine 
in cases of thrombocytopenic purpura in pregnancy and in 
menstruation would be of value, and the full recognition 
of the part capillary damage plays in the disease and any 
possible factors causing this may eventually lead to a 
better understanding of the cause of thrombocytopenic 
purpura. 

Report of a Case. 

Mrs. W., aged twenty-seven years, was first examined 
by Dr. H. Ryan on October 24, 1948, in consultation. She 
was approximately two months pregnant—her first preg- 
nancy—and was believed to be suffering from hyperemesis 
gravidarum and nutritional anemia. She did not vomit 
then or later. She was admitted to Saint Margaret’s 
Hospital and complained of hemorrhage from the bowel, 
both dark and fresh blood being present. _A blood count 
showed that the erythrocytes numbered 1,200,000 per cubic 
millimetre and that the hemoglobin value was 3°5 grammes 
per centum. The number of platelets was seen to be 
reduced on the films, but no count was made. The patient 





was given a transfusion but her condition did not improve 
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(blood group A, Rh-positive). Two days later purpuric 
spots appeared all over her body and inside her mouth. 
The platelets numbered only 10,000 per cubic millimetre. 
Hemorrhage from the bowel continued. Transfusions were 
given on October 31 and November 2, 4 and 5; on Novem- 
ber 6 the patient was transferred to Lewisham Hospital 
under the care of Dr. Leo Flynn. Table I shows the blood 
counts and transfusions. The number of nucleated red 
cells revealed by some of the counts is unusual in thrombo- 
cytopenic purpura, and as can be seen, the number of 
platelets did not increase, nor did the anzemia regress 
after splenectomy until eleven transfusions had been given, 
although all hemorrhage and purpura ceased. There was 
no excessive hemolysis and the fragility test gave a normal 
result. 

On February 9, 1949, a healthy male infant was born 
prematurely at the Women’s Hospital, Crown Street, Sydney. 
Mrs. W. then had a platelet count of 120,000 per cubic milli- 
metre; no excessive hemorrhage occurred. On September 17 
the child was healthy and normal; its platelets numbered 
260,000 per cubic millimetre. Examination of Mrs. W.’s 
blood revealed that the platelets numbered 760,000 per cubic 
millimetre, the hemoglobin value was 146 grammes per 
centum, the erythrocytes numbered 5,400,000 per cubic milli- 
metre (no nucleated cells were seen), and the leucocytes 
numbered 18,000 per cubic millimetre. The patient was 
well and had had no hemorrhage or purpura. Examination 
of the spleen showed that the weight was 400 grammes; 
the surface and configuration were normal; in sections some 
congestion of the sinuses and areas of myeloid metaplasia 
were apparent; large cells were present resembling mega- 
karyocytes; there were some areas of pigment deposition. 
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A DISEASE WITH VISCERAL GRANULOMATOUS 
LESIONS OF UNKNOWN ATIOLOGY. 





By J. A. Inetis anp J. I. Tonas, 
Brisbane. 


THE purpose of this paper is to report the occurrence 
in widely scattered areas of Queensland of three cases of 
a disease which presented the characteristic histological 
picture of lymphopathia venereum in its lesions, but of 
which the etiological agent was not determined. In each 
case the unusual nature of the condition was not realized 
until the histological sections from the lesions were 
examined, and therefore it was not possible to carry out 
the appropriate microbiological and serological investi- 
gations. Since these three cases have come to our notice 
in the space of eighteen months as a result of routine 
investigations of biopsy and autopsy material, it seems 
likely that other cases must have occurred and will occur. 
We consider that either lymphopathia venereum is more 
common in this country than Australian reports would 
lead one to believe, or else we are faced with another 
disease which is histologically identical with that of 
lymphopathia venereum. It is hoped that by a description 
of the following cases we may arouse the interest of 
pathologists, and that when these peculiar lesions are 
found it will be possible to obtain fresh material for 
use in microbiological investigations and -thereby to 
identify the causal agent, confirming or disproving its 
identity with the virus of lymphopathia venereum. 

As considerable confusion exists in the terminology of 
lymphopathia venereum, it must be emphasized that by 
lymphopathia venereum (or lymphogranuloma inguinale) 
we refer to the infective disease caused by a filterable 
virus, usually spread by venereal contact and manifested 
by a wide variety of clinical appearances. It shonld care- 
fully be distinguished from granuloma venereum, the 
tropical venereal disease in which the characteristic 
Donovan bodies are found. 


REPORTS OF CASES. 
Case I. 


A.D., a woman, aged eighty-one years, was admitted to 
the Brisbane Genera] Hospital with gross ascites. She had 
enjoyed perfect health until twenty years before her 
admission to hospital, when she began gradually to lose 
weight and her appetite became poor. For this she con- 
sulted a doctor, but no cause was found. About five years 
before her admission to hospital she suffered an attack of 
pneumonia, and this recurred in each of the two following 
years. During the twelve months before her admission to 
hospital she had lapses of memory and fainting attacks. 
Six months prior to her admission to hospital she wandered 
away from her home one night and was found some two 
or three miles away in another suburb the following 
morning. One month before her admission to hospital she 
began to show swelling of the feet and ankles, and she 
became sallow and pale. There was no vomiting or jaundice 
and her appetite improved. One week prior to her admission 
to hospital she began to weaken rapidly, but without the 
appearance of any new symptoms, and her appetite remained 
good. Weakness and helplessness eventually led to her 
being admitted to hospital. 

On examination the patient was seen to be a thin, old 
woman, somewhat wandering in mind. The complexion was 
dark and without apparent jaundice. No abnormal signs 
were found in the cardio-vascular or respiratory systems, 
except for some dulness to percussion at both lung bases 
with coarse crepitations, The abdomen was much distended, 
and shifting dulness and a fluid thrill could be demonstrated. 
Paracentesis abdominis was to have been carried out, but 
the patient died five days after her admission to hospital. 


Post-Mortem Examination, 


The autopsy was carried out seven hours after death. 
The body was that of a thin, elderly woman, five feet 
three inches in height. The skin was jaundiced, the 
abdomen was distended and there was slight edema of the 
ankles. The heart weighed 336 grammes. The myocardium 
and valves appeared normal. The coronary arteries were 
slightly atheromatous. The lungs were both adherent to 
the parietal pleura and were rather dry. The trachea and 
bronchi contained a little mucopus. Atheroma was present 
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in the aorta. The portal and splenic veins appeared normal, 
but enlarged veins were present between the liver and 
diaphragm and in the retroperitoneal tissue. Varices were 
present at the lower end of the esophagus. The abdominal 
cavity contained a large quantity of clear orange-coloured 
fluid. Numerous small, firm, white, opaque nodules of 
varying size, up to half a centimetre in diameter, were 
scattered over the peritoneum, most thickly over the surface 
of the uterus and over the peritoneal surface of the 
diaphragm. The lymph glands along the abdominal aorta 
were enlarged, dark and rubbery. The other lymph glands 
appeared normal. The spleen weighed 140 grammes and 
appeared normal. The liver weighed 1176 grammes, was 
olive-green in colour, and was affected by cirrhosis. A few 
nodules were scattered over its surface. The right kidney 
weighed 140 grammes and the left kidney 126 grammes, and 
both were small; they had a thin cortex and a granular 
surface, and an increase in intrapelvic fat was present. 

Histological Examination.—Sections were made of only a 
limited number of organs and tissues, as it was not realized 
sufficiently early how unusual the histological changes 
would be. 

In the peritoneum covering the uterus and lining the 
pelvis numerous lesions were found corresponding to the 
nodules which were seen macroscopically. These consisted 
of foci with a central cavity filled with polymorphonuclear 
leucocytes, and surrounding this a well-developed zone of 
epithelioid cells orientated at right angles to the margin 
and including an occasional multinucleate giant cell of 
Langhans type. These focal lesions were surrounded by a 
dense inflammatory exudate consisting mainly of histiocytic 
cells with an admixture of lymphocytes.. The exudate 
occupied the entire thickness of the peritoneum, and through 
it ran scattered fibroblasts and a moderate number of widely 
scattered blood vessels. : 

Examination of sections of the nodules on the diaphragm 
and on the surface of the liver revealed the same histological 
picture as that seen in the peritoneum. In one or two 
areas, however, fusion of these lesions had resulted in the 
formation of an abscess of stellate outline. There were no 
similar lesions deep within the liver, but advanced cirrhosis 
was present, with in addition a number of small areas of 
socal necrosis. , 

In a lymph gland taken from the pelvis a few focal lesions 
were seen presenting the same histological picture as that 
seen in the peritoneum. In other areas of this gland where 
there were no focal lesions, sinus catarrh was present with 
dilated sinuses containing histiocyte cells, frequent ingested 
red cells and also a number of neutrophile cells. Examina- 
tion of the gland also revealed hyalinization of follicles of 
slight degree and a mild diffuse fibrotic change. Scattered 
mainly through the follicles were isolated multinucleate 
cells. In a gland located near the pancreas no focal lesions 
were seen, but the same sinus catarrh and fibrosis were 
present together with a greater number of neutrophile cells 
in the sinuses. 

Within the pancreas itself there was one early focal 
lesion, which, however, was not sufficiently advanced to show 
the typical structure seen in the peritoneum. In addition 
mild fibrosis was present. In the brain there were scattered 
areas of gliosis in the cerebral hemispheres, but these were 
not considered abnormal in view of the patient’s age. Other 
changes, which were not considered significant, included 
senile airophy of the endometrium and chronic cervicitis of 
non-specific type with numerous cystic cervical glands. The 
suprarenals appeared normal. (See Figures I, II and III.) 


Case Il. 


W.B., a full-blooded aboriginal male patient, aged seven- 
teen years, was found dead in bed by his parents late in 
the evening of August 31, 1948. The boy had apparently 
made no complaint of ill health just prior to his death. 
Exact details of his previous history were difficult to obtain, 
but apparently he had come from Fantome Island to the 
Yarrahah Mission near Cairns in 1941, remaining there until 
a few months prior to his death, which occurred at Atherton. 
Whilst at the mission the boy was considered to be delicate, 
and in 1947 it was suspected that he was suffering 
from pulmonary tuberculosis. All examinations, however, 
including a chest X-ray examination and sputum examina- 
tions, carried out in Cairns at that time, gave normal 
results. The boy was dirty in his habits and in spite of his 
tender years was in the habit of drinking methylated spirit. 


Post-Mortem Examination. 
The autopsy was carried out by Dr. G. P. Hildebrand, of 
Atherton, to whom we are indebted for the following notes. 
There was a dry scaly appearance of the skin and 
greatly enlarged glands were present in both groins. 
The cranial cavity was not examined. The heart was 








normal. Both pleural spaces were obliterated by thick 
adhesions, but the lungs themselves, although congested, 
showed no other abnormality. The abdomen was full 
of straw-coloured fiuid, and all the abdominal organs 
were studded thickly on their peritoneal surface with 
small hard nodules. Similar nodules were present 
throughout the omentum. All the mesenteric glands 
were enlarged and appeared caseous. There was no 
evidence of pancreatitis and the intestines were normal. 
I considered the condition to be tuberculous peritonitis. 


Two specimens, a piece of omentum and an inguinal lymph 
gland, were forwarded to one of us (J.T.) at the Laboratory 
of Microbiology and Pathology, Brisbane, for histological 
examination. 

Macroscopic examination revealed the first specimen te 
be a piece of omentum measuring 19 by 10 by 0:8 centi- 
metres. This was irregularly thickened and had a coarsely 
granular appearance, being studded with small, firm, grey 
nodules. In places these appeared to have coalesced to form 
thickened, rubbery masses. The lymph gland from the 
inguinal region measured 3-5 by 3:0 by 1:0 centimetres; it 
was rubbery in consistency, and the cut surface was spongy 
and pink. 

Histological Ezamination.—_In the omentum. granulo- 
matous inflammation was present. Scattered throughout 
its substance were multiple small abscesses, many of which 
appeared to have run _ together. These abscesses had a 
central necrotic area which contained numerous polymorpho- 
nuclear leucocytes and chromatin debris. Surrounding this 
necrotic area was a palisaded zone composed of epithelioid 
cells, histiocytes and a very occasional giant cell. The 
necrosis was finely granular and had not the appearance of 
tuberculous necrosis. The tissue between these minute 
abscesses was diffusely infiltrated with polymorphonuclear 
leucocytes, plasma cells and lymphocytes. The histological 
picture was indistinguishable from that of lymphopathia 
venereum. 

In the lymph gland there was considerable thickening of 
the capsule of the gland. A prominent feature was the 
dilatation of the sinuses, in all of which were large histio- 
cytes which appeared to contain red cells. Numerous poly- 
morphonuclear leucocytes were also seen lying free in the 
sinuses. Besides the histiocytes in the sinuses numerous 
pigment-laden macrophages were scattered throughout the 
gland. The histological findings suggested a previous 
hemorrhage. Discrete areas showing reticulum-cell hyper- 
plasia were seen. There was no lesion suggestive of lympho- 
pathia venereum in the gland. (See Figure IV.) 


Case Ill. 


V.F., a female child, aged seven years, was in normal 
health at 8.15 a.m. on March 30, 1949, when she left her 
home to go to school. She stated at the time that she felt 
cold but did not feel ill. At 8.55 am., whilst standing 
quietly in line with other children at the school, she 
suddenly slumped to the ground in a fit, kicking, struggling 
and frothing at the mouth. The child was taken straight- 
way to hospital, where she was admitted at 11 a.m. 

On examination the child was semi-comatose, but irritable 
if disturbed. The fists were clenched and athetoid movements 
of both arms were noted; the arms appeared to be in a state 
of spasm at the elbows. Periodic attacks of cyanosis and 
convulsions occurred, the latter consisting mainly of spasms 
of the facial muscles, flickering of the eyelids and spasmodic 
contractions of the right arm. The pupils reacted normally 
and were equal in size, the knee jerks were both exaggerated 
and the plantar reflex was extensor in type. On the child’s 
admission to hospital the pulse rate was 140 per minute, 
the temperature 99°6° F. There was no evidence of neck 
rigidity or trismus. The temperature rose to 105°5° F. at 
4 p.m. and remained above 102° F. until death occurred. A 
lumbar puncture revealed crystal-clear fluid at a pressure 
of over 300 millimetres of mercury (it was possible that 
this pressure may in part have been due to the patient's 
twitching). The cell count, protein content and sugar con- 
tent of the cerebro-spinal fluid were all normal, and the 
fluid did not react to the Wassermann test. 

The twitching and periodic cyanotic attacks continued, and 
despite heavy sedation typical epileptiform seizures occurred 
during the afternoon. These convulsions were controlled 
by chloroform anesthesia, but recommenced when the effect 
of the anesthetic wore off. The convulsions continued 
during the night, and death occurred at 6.30 a.m. on 
March 31, 1949, nineteen and a half hours after the patient’s 
admission to hospital. 

Subsequently the mother of the child was closely 
questioned, and she denied any family history of epilepsy, 
diabetes or nephritis. The child had weighed eight pounds 
at birth and the delivery had been normal. Apart from 
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FIGURE V. Figure VI. 
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whooping-cough and measles she had no history of serious 
illness. In 1947 the child had had a chronic cough, but 
after tonsillectomy the cough disappeared and had not 
recurred. Neither of the child’s parents had ever been out 
of Australia, and both were well; the child had lived only 
in Brisbane and Toowoomba. There was in the history no 
indication of any possible contact with any person suffering 
from lymphopathia venereum. 


Post-Mortem Examination. 


The autopsy was carried out by one of us (J.T.) twenty- 
seven hours after death. The body was of medium build 
and the nutritional state was good. 


On the under-surface of the scalp there was a small con- 
tusion over the left parietal bone. No fracture of the skull 
was present. The brain was enlarged, weighing 1444 
grammes, but the cut surface appeared normal macro- 
scopically. The middle ears and cerebral vessels were 
normal. The thyreoid and thymus, the latter weighing 28 
grammes, were normal. In the larynx, pharynx and trachea 
some old blood was found, and the surface of the tongue 
was slightly abraded and blood-stained. No abnormality was 
seen in the heart (weight 120 grammes) or lungs. The 
stomach was normal apart from a small quantity of dark 
blood contained therein. The liver weighed 755 grammes 
and appeared somewhat pale and fatty, and on the surface 
there was one small pale nodule. In the spleen, which 
weighed 86 grammes, several similar discrete nodules were 
visible. These nodules were irregular in shape and had a 
pale greyish appearance, and from one of them creamy fluid 
could be expressed. No abnormality was seen in the intes- 
tines, pancreas and suprarenal glands. 


Microscopic Examination.—In the brain there was evidence 
of an inflammatory lesion involving the cerebral cortex, 
cerebellum, corpus striatum and brain stem, which was 
diffuse and not confined to the perivascular zones. A 
prominent feature was the presence of numerous histiocytes. 
These were arranged in groups under the meninges, in 
circular fashion, close to small blood vessels and also dif- 
fusely scattered through the white matter of the brain stem, 
the whole picture suggesting an early stage of a diffuse 
demyelinating lesion. Many of the neurons appeared 
degenerate, and particularly prominent were degenerate 
nuclei in the Purkinje cells of the cerebellum. In all sections 
swollen oligodendrocytes were prominent, often associated 
with vacuolation of the surrounding tissue. Satellitosis was 
common, and in the cerebral cortex minute perivascular 
hemorrhages could be seen. 

In the liver, examination of sections from the macroscopic 
lesions revealed replacement of the normal architecture. by 
localized cirrhosis, in which bile duct proliferation was pro- 
nounced. A more interesting feature was the frequent 
appearance of active liver damage with necrosis of liver cells 
and inflammatory cell infiltration. Associated with the 
cirrhosis were several large stellate abscesses, some of which 
were two millimetres in width. These abscesses had a 
central radiating area of necrosis containing granular and 
chromatin debris as well as numerous polymorphonuclear 
leucocytes, and at the periphery of the necrotic zone were 
epithelioid cells arranged at right angles to the margin in 
palisade formation. External to this again, the cirrhotic 
areas were infiltrated with polymorphonuclear leucocytes, 
lymphocytes, plasma cells and eosinophile cells. Whilst the 
larger abscesses were stellate in shape, numerous small 
round or oval abscesses could be seen having the same 
histological structure as the larger abscesses. In other parts 
of the cirrhotic area older lesions were apparent; these had 
a necrotic eosinophilic centre with only scanty leucocytes, 
a wider peripheral zone of palisaded epithelioid cells and 
prominent giant cells. Surrounding these foci there was 
slight lymphocytic and plasma-cell infiltration. The 
remainder of the liver appeared normal. 


In the spleen there was a large stellate abscess, five 
millimetres in maximal width, and of similar structure to 
those seen in the liver. The main mass of the abscess 
consisted of necrotic granular material through which were 
scattered polymorphonuclear leucocytes and chromatin 
debris. The same epithelioid cell palisading at the periphery 
was evident, but in places the edge of the abscess appeared 
almost hyaline. There was also evidence of hyperplasia of 
reticulum cells and of early necrosis in the centre of the 
Malpighian bodies. 

In the lungs the alveolar walls were congested and in 
places groups of alveoli were filled with cedematous fluid. 
Occasional bronchioles were found containing amorphous 
debris, polymorphonuclear leucocytes and desquamated epi- 
thelium. Several peribronchial alveoli contained cedematous 
fluid and occasional leucocytes. 





No significant pathological lesion was found in the 


pituitary, thymus, myocardium, thyreoid. kidneys or 
suprarenals. (See Figures V, VI, VII, VIII, IX, X, XI 
and XII.) 


DIscussIoN. 

Though differing widely in detail, all three of these 
cases presented lesions, the histological structure of which 
was remarkably similar to that seen in lymphopathia 
venereum. Briefly these lesions consisted of nodules and 
macroscopic foci, both with the same essential structure: 
abscesses with cavities containing granular debris and 
polymorphonuclear leucocytes and a surrounding wall of 
epithelioid cells arranged in palisade formation; external 
to this again, occasional multinucleate giant cells, lympho- 
cytes and other inflammatory cells were seen with accom- 
panying fibrosis; in other words, a granuloma with central 
suppuration. 


The cases had another point in common, the significance 
of which cannot be precisely stated—namely, pronounced 
erythrophagocytosis by histiocytes lying free in dilated 
sinuses of the lymph glands. 

In lymphopathia venereum not only are typical granulo- 
matous lesions with central suppuration seen in the 
buboes (and, during the second stage, in the pelvic organs 
of women), but Bettinger (1943) states that on occasions 
extensive involvement of the rectum has led to further 
spread along lymphatics and veins into the abdominal 
cavity, and liver abscesses have been found in such 
cases. Amongst the general manifestations of lympho- 
pathia are elephantiasis of the genitalia, pelvic inflam- 
mation, rectal stricture, generalized lymphatic enlarge- 
ment with lesions in the liver and spleen, granulomatous 
conjunctivitis, salpingitis, peritonitis and articular lesions. 
As far as can be ascertained from the literature, however, 
the histological structure of distant lesions, such as those 
from lungs and bones, has not been described. 

Whilst the distribution of the lesions in Cases I and II 
is consistent with lymphopathia venereum, the widespread 
encephalitis found in Case III along with the characteristic 
lesions in the liver and spleen at first appear contrary to 
what one might expect. However, various cases of 
meningo-encephalitis attributable to the virus of lympho- 
pathia venereum have been described. Von Haam and 
D’Aunoy (1936) isolated the virus from the cerebro-spinal 
fluid of two patients suffering from the acute stage of 
lymphopathia venereum with accompanying cerebral symp- 
toms. Rajam (1936) reported a case of encephalitis 
resulting in coma and death following surgical inter- 
vention on suppurating buboes, but unfortunately no 
autopsy was performed. Sabin and Aring (1942) on two 
occasions isolated the virus from the cerebro-spinal fluid 
of a patient showing cerebral changes. Zarafonetis (1944) 
published a report of two cases, in one of which, a case 
of acute meningoencephalitis, the virus was obtained from 
an inguinal lymph gland and a positive response to the 
complement fixation test was obtained. In the other case 
a positive response to the complement fixation test for 
the virus of lymphopathia venereum was associated with 
acute encephalitis. The only other record in the literature 
up to the end of 1947 was by Scott (1945), who published 
the report of a case of meningoencephalitis with evidence 
incriminating the virus of lymphopathia venereum as a 
cause. 

About the specificity of the histological picture in 
lymphopathia venereum opinions differ. Koteen (1945), 
in his monograph, states that although the tissue response 
to the virus follows a certain well-defined pattern, the 
microscopic appearance is merely suggestive and not 
diagnostic of the disease. Bettinger, on the other hand, 
states that similar lesions occur in no other disease, and 
he regards the typical microscopic picture as being pathog- 
nomonic of the disease. He makes mention in his 
differential diagnosis of such conditions as tuberculosis, 
gummata, leprosy and Schaumann-Boeck’s sarcoidosis; but 
he states that none of these is sufficiently similar to 
present much difficulty. There is no doubt that apart 
from lymphopathia venereum the fully-developed lesions 
seen in these three cases were unusual and unlike the 
histological patterns produced by other bacterial agents 
known in this country. Ash and Spitz (1945) state that 
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similar lesions may occur within lymph nodes in patients 
suffering from tularemia; but so far as is known that 
disease does not occur in Australia. 


Although there would have been considerable oppor- 
tunity for the introduction of lymphopathia venereum into 
Australia during the recent war, it seems highly im- 
probable that three atypical cases, such as those reported 
in this paper, should appear within a period of eighteen 
months without typical lesions also being seen. A survey 
of the Australian literature on lymphopathia venereum 
was made by Cleland in 1943, and he records a report by 
Dr. Graham Browne in the Australian Medical Gazette 
in 1890 and 1891 mentioning “an unusually large number 
of cases with inflamed inguinal glands, these buboes 
arising apart from venereal disease”, and occurring in 
northern Queensland. Cleland also records a report by 
Triado in 1913, who encountered 50 cases over a period 
of nine years at Marble Bar in Western Australia, all in 
males who had cohabited with aboriginal women. These 
reports are of particular interest, as they suggest a 
possible nidus of infection amongst the aboriginal popu- 
lation. In the period from 1928 to 1943 some seven more 
or less proven cases are recorded as having occurred in 
Australia (Hone, 1928; Darling, 1937; Shipton and Ross, 
1988; McIntosh, 1938; Porter and Cunningham, 1939). 


No reports of cases of lymphopathia venereum can be 
found in the Australian literature since 1944. Personal 
communications have been received, however, from both 
Sydney and Brisbane, of sporadic cases: in which the 
typical histological picture of lymphopathia venereum was 
present in lymph glands. 

Although lymphopathia venereum is readily transmitted 
to humans (Van Rooyens and Rhodes, 1940), there is 
usually a history of sexual contact, of close association 
with an infected person or of accidental direct inoculation 
as by a doctor, nurse or laboratory worker. In Case II 
of this series, by virtue of the type of life the boy lived, 
it is possible that he could have acquired the disease by 
close contact with an infected person or by sexual contact. 
In Cases I and III, however, a searching and detailed 
history obtained from relatives supplied no clue as to 
any means by which lymphopathia venereum could have 
been acquired, if such is the disease. 

Let it suffice that a disease exists in Queensland capable 
of producing lesions indistinguishable from those of 
lymphopathia venereum and that this disease can cause 
fatal encephalitis. It would seem probable that these 
cases have been caused by a virus similar in some respects 
but not identical with that of lymphopathia venereum. It 
is obvious that whenever similar suspected cases arise in 
Australia, every effort should be made to investigate them 
thoroughly with the object of determining the etiological 
agent and its identity with or dissimilarity from the virus 
of lymphopathia venereum. These investigations ideally 
would include a Frei test, complement fixation tests, 
animal inoculations and if possible biopsy. It is also 
possible that much of interest and value would be derived 
from routine Frei testing of a cross-section of the com- 
munity in Australia. 


SUMMARY. 

1. A disease exists in Queensland producing granulo- 
matous lesions, the histological structure of which is 
indistinguishable from lymphopathia venereum, but of 
which the etiology is at present unknown. 

2. Three cases are described, one associated with fatal 
encephalitis. 

3. It is stressed that should similar cases be recognized 
every effort should be made to carry out full micro- 
biological investigations in order to determine the identity 
of the etiological agent. 
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Addendum. 


Since the completion of this article two further cases with 
simiJlar histology have come to our notice and we are 
indebted to Dr. R. J. Nash and Dr. E. H. Derrick for the 
following brief note of a case seen by them at an earlier date. 

A male, aged forty years, had had enlarged tender 
glands in the left groin for about three months. They 
appeared to arise from a pustular condition on the foot. 
One gland suppurated, pointed and was incised. The 
incision had not healed, though the remaining glands 
subsided. The general condition was good, except for 
some loss of weight. There was no reaction to the 
Wassermann test. 

The affected gland, together with tissue surrounding 
the sinus, was excised, and submitted to the Laboratory 
of Microbiology and Pathology of the Queensland Health 
‘Department. Histological examination showed the 
characteristic appearance of lymphopathia—a diagnosis 
concurred in by Professor A. J. Canny. 

The patient was a resident of Wondai, Queensland. 
It is not known how he became affected. He made a 
good recovery after the operation. 


Legends to Illustrations. 


Ficure I. Case I. Peritoneum rs pouch of Douglas, 
showing a typical focal lesion. (x 120.) 


Figure II. Case I. High-power a of Figure I, showing 
central suppuration and epithelioid margin. (x 330.) 

Ficure III. Case I. Lymph gland, showing a typical focal 
ese A large giant cell lies just outside the epithelioid zone. 

x 80. 

Figure IV. Case II. Omentum, ewts a granulomatous 
lesion with central suppuration. (x12 

FIGURE V. Case iil. a “photograph of stellate 
abscesses in the liver. (x 53.) 

Figure VI. Case III. Lower power view of lesion in liver 
seen in Figure V. (x 80.) 

Figure VII. Case III. High-power view of Figure VI, 
showing central suppuration partially obscured by necrotic liver 
cells and granulomatous margin. (x 330.) 

Figure VIII. Case III. High-power view of zone of active 
liver destruction. (x 240.) 

IGURE IX. Case III. Low-power view of focal granulo- 
matous lesions in the liver. These lesions have an eosinophilic 
a centre with only scanty leucocytic infiltration. 

x 80. 

Figure X. Case III. Internal capsule, showing a small 
perivascular hemorrhage surrounded by histiocytes. (x 80.) 

Ficure XI. Case III. Focal collection of histiocytes in the 
subpial zone of the pons. (x 330.) 

Ficure XII. Case III. Cerebellum: satellitosis of degenerate 
Purkinje cells. (x 80.) 
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METHODS FOR THE MANAGEMENT OF THE 
OCCIPITO-POSTERIOR POSITION. 
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Honorary Obstetrician and Gynecological Surgeon, 
Royal Hospital for Women, Paddington, 
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Correction of the occipito-posterior position by the use 
of Buist’s pads before confinement and by posture of the 
patient during delivery is too well known to require 
description. 

Before credit can be given to any method of conversion 
to an anterior position, the achievement cf success should 
be ascertained before the head has descended so far as to 
be not palpable—that is, while the anterior shoulder is 
still one inch or more above the pubes. Palpation should 
be carried out by the method of Windeyer, which enables 
one accurately to determine not only descent but also 
anterior rotation. Otherwise eventual anterior rotauon 
could be a spontaneous occurrence as it is in 90% of cases. 

The application of Buist’s pads, while successful in the 
majority of cases when the head is “floating”, is progres- 
sively less so as the head descends behind the pubes and 
especially after the onset of labour. 

I have found the use of Buist’s pads rather time- 
consuming. They are more suited to a patient who is 
confined to bed for a day or so than to an ambulatory 
patient, for while she is walking home from hospital or 
consulting room the pads and binder tend to move from 
their original position. This has been reported by many 
patients. 

For management of occipito-posterior positions three 
quick and easy methods have been evolved which I have 
been teaching to students for many years. 


Method |: External Bimanual Rotation. 

The first method has been called “external bimanual 
rotation” in contradistinction to internal manual rotation, 
which is carried out immediately before forceps delivery. 

It is for use in ante-natal work and when the head is 
not too tightly or deeply engaged in the pelvis—as, for 
instance, when the head is “floating” or when the anterior 
shoulder is between two and a half inches and four inches 
above the symphysis. 

In a case of left occipito-posterior position when the head 
is “floating’ or commencing to engage, the obstetrician 
stands on the right-hand side and facing the feet of the 
patient, who is lying on her back with her knees slightly 
drawn up. The left hand is passed across the abdomen, 
and with the palmar surface facing towards the mid-line, 
the four fingers and thumb are placed posteriorly in the 
loin behind the foetal back. The back is then lifted forwards 
with a moderate and sustained effort by the fingers, while 
the palm is used to assist anterior rotation of the body 
on its longitudinal axis. The fingers of the right hand, 
which should be pointing towards the mid-line at about a 
right angle, are placed on that portion of the head (face 
and sinciput) lying just to the right of the mid-line, and 
pressure is applied laterally and posteriorly. 

In a right occipito-posterior position the obstetrician 
stands on the left side of the patient and uses the hands 
to correspond. This maneuvre has the effect of forcing the 
occipital end of the head anteriorly to a varying degree. 
Pressure by means of this couple of forces is maintained 
with both hands for a minute or two, and then reapplied 
at intervals, until the occiput has moved from behind the 
transverse diameter of the inlet to some point in front of 
it. This is found by the application from time to time of 
Windeyer’s “step 3” in abdominal palpation, known as 
confirming the position of the occiput. As the occiput 
comes forward, the direction of pressure should be more 
directly posterior. The anterior shoulder will be found 
closer to the mother’s mid-line than at the outset. Finally, 
fundal pressure is applied to direct the head down into 
the pelvic brim in its new position. I do not apply a 
binder unless the patient is in hospital. 

If the occiput will not come far enough anteriorly, or 
if the anterior shoulder is two inches or less above the 





symphysis, or especially in early labour when it may not 
move at all as a result of using this first method between 
contractions, the second method is used. 


Method II: The Application of a Suprapubic Pad. 

The second method consists in the application of a firm 
pad about three inches thick and four inches square over 
the sincipital end of the head well down in the angle 
between the mid-line and the symphysis pubis and close 
up to the mid-line. It is fixed there with a tight binder, to 
which it is pinned in the correct position. The patient 
should preferably be in hospital if this method is used 
close to term. In earlier ante-natal work one uses a tennis 
ball kept in place by a corset or a garment known as an 
elastic “step in” rolled down, and the patient is instructed 
to make sure that the ball stays in the right position by 
replacing it if necessary. She wears this all day and reports 
every two or three days till success or failure is evident 
before the onset of labour. 


Comment. 

Method I usually succeeds in converting a posterior to 
an anterior position in a few minutes. I have long ago 
given up the use of Buist’s pads, which move the body in 
the hope that the head will follow, because these methods 
have proved quicker and they move the head itself. In 
cases in which the head has entered the pelvis, as it so 
often does between the seventh and eighth months, the 
sooner after the eighth month Method I is used, the greater 
the chances of success, because the growing head becomes 
more closely fitted to the pelvis as full-term approaches. 
When external bimanual rotation does not succeed or is 
unsuitable, in most cases the condition yields to the supra- 
pubic pad. Success is determined by “step 3” of Windeyer’s 
method of abdominal palpation. 


Method III: “Hooking” the Occiput Forwards. 

The third method is carried out during vaginal examina- 
tion, provided that dilatation, descent and moulding have 
occurred sufficiently to enable the tip of the third digit to 
engage in the angle where the posterior borders of the 
occipital bones meet at the sagittal suture. A good hooking 
effect can be obtained here, and the occiput is guided 
forwards towards the mid-line, and then flexed with the 
same digit between contractions. It is held there till the 
next contraction forces it downwards. A series of such 
maneuvres often converts an obstructed occipito-posterior 
or occipito-transverse to an anterior position. I have never 
used this method in a true persistent occipito-posterior 
position, for which, if the foetus is to be rotated at all, I 
prefer internal manual rotation, combined if necessary 
with manipulation of the head or body by the external 
hand; I resort to the latter if “hooking” the occiput 
forwards fails. 

Conclusion. 

An occipito-posterior position and its complications can 
be such a source of worry even to the specialist obstetrician 
that I submit these well-tried methods as additional to 
those described in standard text-books, with the recom 
mendation that they be tried early rather than late. 


a ene 


THE LATE RESULTS OF THE SURGICAL TREATMENT 
OF TUBERCULOSIS OF THE HIP. 





By ELizaABETH McComas, 
Melbourne. 





WHILE appreciating the honour paid me in asking me to 
speak on the late results of the surgical treatment of 
tuberculosis of the hip joint, I realized more and more as 
I attempted to assemble this paper how inadequate my 
efforts were; to the last day points kept cropping up which 
I felt should be enlarged on, but for which there was no 





1 Read at the annual meeting of the Australian Orthopedic 
Association, Perth, August, 1948. 
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time. I can offer this paper only as a framework on which 
my colleagues, with their richer experience, may hang 
their discussion. 

As a starting point, I have taken those cases of tuber- 
culosis of the hip joint which have been dealt with at the 
Children’s Hospital Orthopedic Section, Frankston, since 
it was first opened in March, 1930. This group comprises 
88 cases occurring among children with the average age of 
five years and ten months, the youngest patient being aged 
two years at the onset of the disease and the eldest aged 
fourteen and a half years. The group can be subdivided 
as follows: conservative treatment only, 56 cases, deaths 
eight; some surgical treatment, 32 cases, deaths four. 

The deaths in the second subgroup did not result from 
the surgical treatment, but occurred from a few months 
up to several years later. The average stay in hospital 
over the whole group was five years, and there was little 
difference in the average period in hospital in the two 
groups, as several patients were operated upon only after 
extensive conservative treatment. In ten of the surgical 
cases sinuses were present at some stage. 

The operative procedures carried out were as follows: 
arthrotomy, one case; sequestrectomy, one case; curettage 
of sinuses, two cases; amputation, one case; subtrochan- 
teric osteotomy, eight cases; arthrodesis, 23 cases. Of 
these patients, as was previously stated, four have since 
died; of one of these the clinical history was not available. 
Of the rest, I have examined 21 during the last few weeks, 
while I have obtained recent reports of most: of the others; 
in one case I have little detail, but as the shortening has 
evidently increased grossly in recent years, I have assumed 
that this is due to increased deformity and classified the 
patients’ hip condition as “unsound”, 


Arthrotomy. 

The child who underwent arthrotomy was admitted to 
hospital with a short history, a high temperature and an 
acute joint condition; at first the diagnosis of septic 
arthritis was made, but culture of the pus yielded a pure 
growth of tubercle bacilli. 





| PCUCLvrniy. 

In the case of a sequestrectomy a localized abscess con- 
taining a sequestrum was situated in the neck of the femur 
and communicated with the surface by two winding 
sinuses. These sinuses continued to discharge after 
ankylosis of the hip joint itself was clinically sound, 
sequestrectomy was performed and the sinuses healed. 


Curettage of Sinuses. 
In the two cases in which curettage of sinuses was neces- 
sary there was gross secondary infection. One was a case 


of several years ago and adequate notes are not available, 
while the other was a recent case, in which the curettage 


was carried out prior to irrigation with penicillin in an 
attempt to clear up the secondary infection. 


Amputation. 
In the amputation case, multiple sinuses were present 


which invaded the scrotal area; the child’s general con- 
dition deteriorated badly and the hip was disarticulated as 


a life-saving measure. The general condition improved 
rapidly, but many sinuses are still present after two years. 


Subtrochanteric Osteotomy. 
Subtrochanteric osteotomy was performed for the 
following reasons: for correction of flexion-adduction 
deformity, in five cases; for correction of rotational 
deformity following arthrodesis, in two cases; in one case 
of paraplegia to allow sitting. This group included most 
of the patients who did not report for examination. 


Arthrodesis. 


In speaking of arthrodesis of the hip and the indications 
for such an operation, I feel that these were set out so 
clearly by J. Dobson, of Lancashire, in his recent article 
in the British edition of The Journal of Bone and Joint 
Surgery (1948), that, while I realize that you must all be 








familiar with the article, I have taken the liberty of 
quoting from the first two paragraphs: 


The treatment of tuberculous arthritis of the hip joint is 
essentially conservative. Prolonged rest, fixation of the 
joint, good food, fresh air, sunlight, and other aids to 
improvement in general condition and the building-up of 
resistance to infection are all necessary. Such treatment 
must remain the principal weapon in our armamentarium. 
Nevertheless there are certain indications for fixation of 
the joint by arthrodesis. When there is no secondary 
infection the result of conservative treatment is almost 
invariably a fibrous ankylosis. Even fibrous ankylosis is 
sometimes sound and capable of withstanding the stresses 
and strains of everyday life, but in a proportion of cases 
there is instability which may result in recurrence of 
disease, progressive deformity, or persistent pain in a 
joint which appears otherwise quiescent. The indications 
for arthrodesis may be summarized as follows: 1. Unsound 
fibrous ankylosis at the end of the initial period of con- 
servative treatment. 2. Painful fibrous ankylosis without 
deformity. 8. Late development of flexion-adduction 


deformity. 
It is important that a careful selection of cases should 


be made. Operation should be performed only when the 
disease is judged to be quiescent; to operate when there 
is clinical or radiographic evidence of activity is definitely 
contraindicated. In young children it is difficult to achieve 
bone ankylosis, and arthrodesis should be postponed until 
the child has attained the age of twelve or thirteen years, 
deformity being corrected by weight and pulley traction; 
the additional period of hospital treatment which is required 


is of little disadvantage as compared with the failure of 
premature arthrodesis. 

The ilio-femoral type of arthrodesis which appears to 
have been that used mainly by Dobson was used in only 
two cases in this series; the most frequently used was the 
Wilson technique of extraarticular graft, usually with a 
tibial graft, the next most usual being the Ghormley type, 
combined extraarticular and intraarticular, usually with a 
graft from the crest of the ilium. 


Types of Operation. 

The types of operation were as follows: Ghormley opera- 
tion, seven cases; Wilson graft, eleven cases; Hibbs sliding 
femoral graft, one case; Trumble ischio-femoral arthrodesis, 
two cases; ilio-femoral arthrodesis as described by Dobson, 
two cases. In two cases a second operation was necessary; 
in one the original operation was the ilio-femoral arthro- 
desis and the second a Wilson procedure: in the other, the 
first was a Wilson procedure and the second a Ghormley 
procedure. In one more case a Wilson operation was 
performed and has proved unsound, and arrangements have 
been made for the patient’s readmission to hospital for the 
Ghormley type of operation. 

The Ghormley operation is the most severe at the time, 
and in all these cases a blood transfusion was prepared and 
in all but two cases was given. 

The average period of conservative treatment before 
operation was five years, the average age at operation was 
twelve years, and the youngest patient was aged six and 
a half years (the operation failed, but a further procedure 
was successful at the age of eight years). The oldest 
patient was aged nineteen years. The average duration of 
immobilization before weight-bearing was fifteen months. 


Results of Arthrodesis. 

Ankylosis was judged by the presence or absence of 
adductor spasm; it was not possible to examine recent 
X-ray films in many cases, and in some cases in which the 
X-ray report suggested sound ankylosis, this was not 
present clinically. The results were as follows: sound 
ankylosis, 16 cases; unsound ankylosis without movement, 
two cases; movable hip, one case; no examination, two 
cases. In the cases of unsound ankylosis one was very 
recent; the patient has been put back into a plaster cast 
and consolidation will probably occur. 


Position of the Hip in Arthrodesis. 

The position of the hip usually aimed at was flexion of 
about 25° to 30°, with a few degrees of abduction and 
external rotation. The average amount of flexion was 31°, 
the maximum was 40° and the minimum was 20°. In the 
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seven cases of abduction, the average amount of abduction 
was 9°. In the eight cases of adduction, the average 
amount of adduction was 12°. A neutral position was 
present in four cases, and two patients were not examined. 

In the eight cases of external rotation, a high average of 
22° was present, owing to two cases in which the extent 
was 37° and 45° respectively. In two cases internal rota- 
tion was present, but was very slight. 


Conclusions. 

As a whole, the operations in those cases personally 
investigated appeared to have been successful. All the 
patients had had several years of conservative treatment 
before operation. The patients in the unsuccessful cases 
were all operated on at an early age, and operation on the 
patients in the later age groups was universally successful. 

While my personal preference is for the Ghormley type 
of operation, in capable hands there does not seem to be 
much to choose between this and the Wilson type. 

In some of the earlier cases the clinical notes are some- 


what inadequate. 
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Addendum. 

The average apparent amount of shortening over all 
these cases was three inches, the maximum amount being 
seven and a half inches, and the minimum one-quarter of 
an inch. 

Real shortening was rather difficult to estimate, as a 
number of the older patients had fixed scoliosis; but the 
average appeared to be two and a half inches. 

In the more recent cases there was less shortening than 
in the earlier cases, irrespective of the age of onset, and 
this was confirmed by the average of three and a half 
inches found in a review of all cases of tuberculosis of 
the hip treated at Frankston made by me in 1937-1938. Of 
those patients examined, six were still in hospital; one 
boy with a grossly wasted and shortened leg can get about 
only with the aid of a caliper and would appear to be a 
suitable subject for amputation; the rest appeared to be 
in good health and in suitable employment. 

Three of the girls are now married and two have young 
children. } 
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A CASE OF CHICKEN-POX ENCEPHALITIS 
COMPLICATED BY ACUTE APPENDICITIS 
AND PERITONITIS WITH RECOVERY. 
By I. M. H. CAMEns, 


Resident Medical Officer, Adelaide Children’s Hospital 
(Incorporated), Adelaide. 





Tue following case is reported firstly on account of the 
rarity of the combination of the conditions present, and 
secondly to illustrate the results of appropriate treatment. 


Clinical Record. 


A.B., a male child, aged five years and nine months, was 
admitted to the Adelaide Children’s Hospital (Incorpor- 
ated) at midday on October 20, 1949. The history obtained 
on his admission to hospital was that he had been well 
until two weeks previously, when he contracted chicken- 





pox. No untoward symptoms arose until four days prior 
to his admission to hospital, when he commenced vomiting 
and complained of headache and pain in the back and 
neck. He also had an elevated temperature. The vomiting 
ceased after two days, but his tempertature remained 
elevated. Twenty-four hours before his admission to 
hospital he complained of pain in the pit of the stomach, 
which later shifted to the right side. He had had no 
further nausea or vomiting, but his appetite was poor and 
his bowels were constipated. The only previous illness 
was measles at the age of two years. 

On examination of the patient, he was observed to be 
in no great distress although a little irrational; his 
temperature was 103° F., his pulse rate was 140 per minute, 
and his respirations numbered 26 per minute. Scattered on 
the face and trunk were scabs from healing chicken-pox 
lesions. His tongue was coated, but there was no faucial 
inflammation. Some enlarged lymph nodes were palpable 
in the left posterior triangle of the neck, and moderate 
rigidity was present with pain on attempted flexion. The 
heart and lungs were normal on clinical examination, and 
examination of the ear drums revealed no inflammatory 
changes. Palpation of the abdomen revealed tenderness and 
rigidity in the right iliac fossa, and Rovsing’s sign was 
present. On rectal examination, tenderness was elicited on 
the right side. Examination of the limbs revealed no 
abnormality in the reflexes; Kernig’s sign was elicited, 
and the tripod sign was present. 

At this stage a provisional diagnosis of chicken-pox 
encephalitis complicated by acute appendicitis was made. 
Lumbar puncture was performed and produced clear, 
colourless fluid, with no apparent increase in pressure. 
Examination of the cerebrospinal fluid revealed a cell 
count of 230 per cubic millimetre (all lymphocytes), and a 
protein content of 27 milligrammes per centwm. 

Under ethyl chloride and “open” ether anesthesia 
operation was performed two and a half hours after his 
admission to hospital. The appendix was retrocaeca] in 
position and gangrenous over the distal one inch, with a 
large perforation involving the proximal part of the 
gangrenous section. Some free pus was present in the 
peritoneal cavity. Appendicectomy was performed with 
difficulty, the peritoneal cavity being drained through the 
lateral end of the incision. After operation the intravenous 
administration of 4% dextrose solution in one-fifth normal 
saline at the rate of 50 millilitres per hour was commenced, 
and continued for six days. Chemotherapy was also 
instituted; streptomycin in a dosage of 0-5 gramme every 
twelve hours was given intramuscularly, penicillin (100,000 
units as an initial dose, then 50,000 every three hours) 
was given intramuscularly, and sulphamezathine (one 
gramme to commence with, then 0-5 gramme every six 
hours) was given intramuscularly. 

By October 24, four days after the patient’s admission 
to hospital, his temperature had fallen to normal, and 
except for a slight rise to 996° F. on October 30, it 
remained normal for the remainder of his stay in 
hospital. His mental condition also rapidly improved, and 
three days after operation he no longer showed any sign of 
his irrationality. 

The drainage tube was removed thirty-six hours after 
operation, and the administration of streptomycin was 
discontinued after ninety-six hours. The administration of 
penicillin and sulphamezathine was continued for a further 
three days. Fluids by mouth were withheld until the fifth 
post-operative day, owing to the occurrence of some 
abdominal distension, but this subsided without vomiting 
or the necessity for gastric aspiration. 

Seven days after operation he was well enough to 
begin taking a light diet, the abdominal wound was 
healed, and rectal examination failed to reveal any residual 
pelvic infection. At this stage, his blood hemoglobin level 
was 7:8 grammes per centum, and his leucocyte count 
was 9000 per cubic millimetre; hence the administration 
was commenced of iron in the form of ferrous sulphate 
and of vitamins in the form of ascorbic acid tablets and 
“Pentavite”’. 

On October 31, eleven days after operation, the patient 
was well enough to sit out of bed, and he was discharged 
from hospital on November 5. 
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Discussion. 

A perusal of the records of the Adelaide Children’s 
Hospital reveals the rather surprising fact that during the 
last twenty years only eleven patients have been admitted 
to this hospital suffering from acute appendicitis coexistent 
with an acute infectious disease. Of these eleven cases, 
the infectious disease has in six cases been measles, in 
three chicken-pox, in one mumps, and in one whooping- 
cough. However, in only five of these eleven cases have 
definite signs of the infectious disease been present either 
before admission to hospital or at the time of operation. 

Another interesting point is that in six of the cases 
the appendix was either gangrenous or had already 
perforated at the time of operation, this finding being in 
accordance with that in a much larger series of cases 
recently recorded (Lawrence and Waring, 1949). 

All the patients except one in this series recovered; this 
result was in part at least due to the fact that the more 
severe cases occurred within recent years and the patients 
had the benefit of chemotherapy. 


Summary. 

1. A case of chicken-pox encephalitis complicated by 
acute appendicitis is reported. 

2. An outline of the treatment adopted is given. 

3. Reference is made to the frequent occurrence of 
gangrene and perforation in cases of appendicitis coexis- 
tent with an acute infectious disease, and of the part 
played by chemotherapy in treatment. 
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IMMUNIZATION AGAINST THE Ru ANTIGENS BY 
SMALL AMOUNTS OF BLOOD. 





By E. F. THomson anp R. J. WALSH, 
From the Royal Prince Alfred Hospital, Sydney, 
and the New South Wales Red Cross Blood 
Transfusion Service, Sydney. 





THE development of anti-E agglutinins in a CDe/cde 
‘patient has been reported by Wiener (1945) and by Race 
(1946), but it is a relatively rare phenomenon. A further 
instance of such immunization in unusual circumstances 
was recently investigated by us. 


Clinical Record. 

A single woman, aged twenty-three years, with no history 
of pregnancy or blood transfusion, was suffering from 
disseminated sclerosis and for therapeutic reasons it was 
decided to induce benign tertian malaria. Two millilitres 
of group O human blood containing malaria parasites 
were injected, a very small amount intradermally, one 
millilitre subcutaneously and the remainder intramuscu- 
larly. The first attack of clinical malaria occurred on the 
seventh day and rigors continued every second day until 
the eighteenth day, when a curative course of quinine 
sulphate and “Atebrin” was commenced. On the eighteenth 
day after the blood was injected, the hemoglobin value 
had fallen to 10-6 grammes per centum, and on the twenty- 
second day the patient received 1000 millilitres of appar- 
ently compatible group O blood. During the transfusion, 
rigors, pyrexia (temperature 101-2° F.), pains in the limbs 
and hzemoglobinuria were reported, but the patient 
recovered without the onset of oliguria. Examination of 





a sample of the patient’s blood which had been obtained 
before the transfusion showed that it was group A, CDe/ 
cde (R,r) and that the serum contained anti-E agglutinins 
with a titre of 1:16. The patient from whom the parasite- 
containing blood was obtained was found to belong to 
group O, cDE/ede (R,r). 


Discussion. 

It is possible that the agglutinins were the result of 
an anamnestic reaction due to previous sensitization of 
the patient against the E antigen. However, no history 
of such sensitization could be elicited. The red cells were 
injected subcutaneously and intramuscularly and were 
therefore absorbed by the lymphatics. This may be 
significant if lymphatic tissue is an important site of 
antibody formation. Numerous attempts have been made 
to produce Rh agglutinins for testing purposes by 
immunizing volunteers. In all instances the intravenous 
route has been employed, but the results have been incon- 
sistent. It is possible that subcutaneous or intramuscular 
injections may be more satisfactory. During the 
immunizing period the patient experienced rigors and 
pyrexia as a result of the malaria. In his attempts to 
produce Rh agglutinins in volunteers, Van Loghem (1948) 
observed that a response occurred more frequently in those 
who had reacted with pyrexia to heterospecific antigens 
such as pertussis and typhoid-paratyphoid vaccines. 

Diamond (1945) has pointed out that Rh-negative 
women who have been sensitized against Rh antigens are 
unlikely ever to bear an Rh-positive child not suffering 
from hemolytic disease of the new-born. The administra- 
tion of blood transfusions without preliminary testing of 
the patient for Rh antigens is undoubtedly the most 
common way in which patients are so sensitized. Levine 
and Waller (1946) investigated in retrospect 28 cases of 
hemolytic disease of the new-born occurring in the first- 
born of the family. Nineteen of the mothers, who were 
all Rh-negative, had received a transfusion of Rh-positive 
blood prior to or during the first pregnancy. No definite 
history of blood transfusion was obtained in the remaining 
nine instances; but the authors point out that these 
patients may have received therapeutic intramuscular 
injections of blood in infancy or childhood, as _ this 
procedure was once common practice. JBessis (1947) 
reported the occurrence of hemolytic disease of the new- 
born in the first infant of an Rh-negative woman who 
had received intramuscular injections of Rh-positive blood 
at the age of eight years. 

The practical point, which we wish to emphasize, is the 
potential immunizing effect of intramuscular injections 
of Rh-positive cells, and the necessity for avoiding such 
injections in females during the child-bearing age. The 
therapeutic value of intramuscular injections of blood is 
open to considerable doubt, and -such injections are 
probably best avoided at all times in view of the associated 
danger. 


Summary. 

A patient who received a combined subcutaneous and 
intramuscular injection of two millilitres of blood for 
the induction of therapeutic malaria developed anti-E 
agglutinins. These agglutinins probably caused a mild 
hemolytic transfusion reaction. The significance of this 
phenomenon is discussed in relation to the method of 
injection of the blood and the associated pyrexia. The 
effect of intramuscular injections of Rh-positive blood in 
producing permanent sensitization is emphasized. 
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THE LONDON COUNTY COUNCIL HOSPITALS. 











In 1930 some seventy-seven hospitals were handed over 
‘to the administrative care of the London County Council; 
in 1948 the control of London’s hospital service was passed 
on to the four Metropolitan Regional Hospital Boards and 
to three teaching hospital groups created under the pro- 
visions of the National Health Service Act, 1946. “The L.C.C. 
Hospitals: A Retrospect’’ tells the story of the building up 
of what can be claimed as the greatest hospital system in 
the world. Even a casual reader can readily envisage 
the colossal task that was performed to weld into a complete, 
smooth-running unit the scattered heterogeneous collection 
of assorted hospitals, and he will remember, too, the mag- 
nificent teamwork shown by medical, nursing and lay 
staffs during the war years, when many of the hospitals 
‘were evacuated. 

The story of all aspects of the hospitals’ work is fully 
told, including the care of mental patients, the out-patient 
services, and the building programmes, many of which 
were interrupted by the war. Adequate mention is also made 
of the fine ambulance service which during the war con- 
veyed 48,709 casualties to hospitals and first-aid posts. The 
tare statement that “During the war 4,456 beds (including 
578 in mental hospitals) were destroyed” needs no 
elaboration; neither does the statement concerning the 
original reorganization brought about by the finance com- 
mittee whose “first achievement was to produce a set of 
158 forms in place of some 3000 forms in use by the 
late authorities’’. 

All the Australian doctors who have had the privilege of 
doing post-graduate work in London will share the feelings 
of regret expressed by the chairman of the council at the 
passing of the “L.C.C.” hospitals as such, but all will hope 
that though “the old order changeth’”, yet the tradition for 
service to the sick built up during the past nineteen years 
will continue to flourish. 





INDUSTRIAL TOXICOLOGY. 





“INDUSTRIAL ToxICcoLoGy” by Lawrence T. Fairhall, Chief of 
the Industrial Hygiene Laboratory of the Industrial 
Hygiene Division of the United States Public Health 
Service, is an excellent attempt to provide a concise hand- 
book on this subject for the industrial medical officer and 
the busy general practitioner in an industrial area.2 The 
style is simple and lucid. 

An introduction gives a brief outline of the development 
of industrial hygiene. Brief definitions of gases, fumes and 
dust are followed by a discussion on the relationship of the 
chemical constitution of a substance to its toxicity. However, 
the authors consider that an evaluation of the toxicity of a 
substance on its chemical constitution is very uncertain 
and it is always necessary to carry out animal experiments. 
A brief description of experimental industrial toxicology is 
then given. 

More than 200 substances of industrial importance are 
discussed. They are classified alphabetically into inorganic 
and organic (carbon compound) substances. Each substance 
is described under the following headings: “Characteristics”, 
“Industrial Uses’, “Toxicity or Industrial Injuries Produced” 
and “Analysis”. 

At the end of each discussion ten or twelve references are 
given. Précis of the present-day knowledge of the toxic 





1“The L.C.C. Hospitals: A Retrospect”; 1949. London : 
Staples — Limited. 73” x 5”, pp. 160, with illustrations. 


Price: 7s. 6d. 
2“Industrial Toxicology”, by Lawrence T. Fairhall; 1949. 
Baltimore: The Williams and Wilkins Company. Sydney: 


Angus and Robertson, Limited. 9” x 53”, pp. 500. Price: 64s. 6d. 


| 


} enlarged edition of a previous work of the same name. 





effects of the better known industrial poisons such as 
silica, lead or phosphorus are given, but fuller accounts are 
given of the newer or less well-known substances. 

The author is rather non-committal on the effects of 
beryllium. He states that further direct experimental 
evidence with reference to a possible physiological response 
to beryllium is needed. 

Three pages are given to the discussion of silica. The 
author considers that the use of aluminium for the 
prevention and treatment of silicosis is still in the stage of 
experimental investigation. 

The discussions on the radio-active elements are especially 
interesting and up to date. They include statements on the 
transuranium elements, neptunium, plutonium, americium 
and curium. 

The book’s greatest value is that it covers a wide range 
of substances many of which have recently become of 
increasing industrial importance. There is an authoritative 
statement regarding the dangers associated with the use 
of each substance. This work should prove to be of value 
to the industrial medical officer or the general practitioner 
in an industrial area. 





THE SECOND FORTY YEARS. 





AN invitation to old age has been written by Edward J. 
Stieglitz which, according to the contributed foreword, is 
meant for laymen.’ It is always a little hard to know just 
what audience is being addressed in these part-lay, part- 
medical handbooks. But we must agree with the author 
in his quotation from Mellanby that the difficulty lies not 
in obtaining knowledge, but in applying it. The book aims 
at helping aging people to increase their scope of usefulness, 
and points out clearly the rising numbers of the elderly 
and the old. The author thinks that the 4:1% of population 
in the United States of America in 1900, aged sixty-five years 
or over, which had risen to 6°8% in 1940, may reach 144% 
in 1980. It is alarming perhaps to realize that the percentage 
under the age of five years will have dropped from 12-1 
to 6°4 in the same period. When we think of the frantic 
scurrying of the younger people of the future to provide 
in their ever-shortening hours of work the social services 
necessary to keep alive the increased ranks of the idle old 
philosophers, we see there is good reason for encouraging 
the latter to join the working bees of society. The author 
has given more or less detailed information about the 
nature of age, its place in the rhythm of life, its biological 
nature, its relation to the span of life, and the slowing 
rate of repair after damage. He also touches, and perhaps 
rather alarmingly, on the frequency of certain of the 
degenerative diseases of advancing years. These “clinical” 
sections are the least convincing. Does the lay reader 
need to know all this? And how does one address him, 
with the exaggerated simplicities of the Sunday Press, or 
with the hellenized technicalities that clog the pages of 
medical literature? Lay medical writers have not yet 
attained equilibrium; even in their attempts to do so, like 
Stieglitz, they call it “homeostasis”. 

But the author is much at his best in his straight and 
simple homilies about life for the older man and woman. 
After all they are not interested in the intercellular matrix, 
but in such degree of fuller living as they may attain. 
Towards this goal he helps and cheers, and ends on the 
note of capacity, which can encourage and enable those in 
their second forty years still to do things with their might. 





BONE DISEASES. 





A VOLUME entitled “Medical Clinics on Bone Disease”, by 
I. Snapper, M.D., has been received from Interscience 
Publishers of New York and London. This is a greatly 
It 
contains 100 more pages and over two hundred of the 
illustrations are true photographs. New chapters include 
discussions on osteoporosis, leontiasis ossea, neurofibro- 





1“The Second Forty Years”, by Edward J. Steiglitz, M.S., 
M.D., F.A.C.P., with a foreword by Anton J. Carlson, A.M., 
Ph.D., LLD., M.D., Se.D.; 1949. London: Staples Press, 
Limited. New York: Staples Press, Incorporated. 8” x 5”, pp. 
332, with illustrations. Price: 15s. 

2“Medical Clinics on Bone Disease: A Text and Atlas”, by 
I. Snapper, M.D.; Second Completely Revised and Augmented 
Edition ; 1949. New York: Interscience Publishers, Incorporated. 
London: Interscience Publishers, Limited. 103” x 84”, pp. 324, 
with many illustrations. Price: $20.00. 
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matosis, lymphosarcoma, Hodgkin’s disease and the anzemias. 
The part played by hyperparathyreoidism in bone diseases 
is considered in four chapters and the author gives good 
proof that von Recklinghausen’s disease is due to para- 
thyreoid tumours. A discussion on the differential diagnosis 
of von Recklinghausen’s disease from Paget’s disease, 
multiple myeloma, carcinomatosis, polyostotic fibrous dys- 
plasia, renal insufficiency and osteomalacia is very 
illuminating. The importance of chemical examination of 
the blood is stressed in the investigation of these conditions. 
Operation on the parathyreoids is contraindicated in Paget’s 
disease and chronic arthritis. 

Rickets and osteomalacia both occur in avitaminosis D, 
and in China many cases of rickets have been reported in 
the fetus in utero when the mother has suffered from lack 
of vitamin D. Osteomalacia may reach quite an advanced 
stage before being demonstrated by X rays. In late rickets 
there is delayed calcification of the epiphyseal disks. This 
has been described as late as twenty years of age. Some 
cases of osteogenesis imperfecta and osteopsathyrosis seem 
to be closely related, and occur in vitamin D deficiency, but 
still many cases show no association with such a state. 
Osteoporosis is stated to follow excessive bone absorption 
leading to osteitis fibrosa or to insufficient bone production, 
as in rickets and osteomalacia, or insufficient bone matrix 
formation by osteoblasts. Post-menopausal osteoporosis 
is dealt with in detail. 

Paget’s disease is completely described and the various 
stages of the disease are followed in detail. The author 
considers that sarcoma is a common complication of Paget’s 
disease. Osteoporosis circumscripta (Schiiller’s disease) is 
looked on as a manifestation of Paget’s disease. Lipoid 
granulomatosis is given much space, and its characteristics 
of multiple round defects in the skull with exophthalmos, 
diabetes insipidus, infantilism et cetera lead to a correct 
diagnosis. Reticuloendotheliosis occurs in young children 
and seems to have some relation to Schiiller-Christian’s 
disease. 

Gaucher’s disease is a rare condition and the finding of 
the typical Gaucher cells in the bone marrow is diagnostic. 
Polyostotic fibrous dysplasia is described and well illustrated. 
Differentiation from von Recklinghausen’s disease is made 
by the chemical findings in the blood. Leontiasis ossea and 
multiple myeloma are well illustrated and the work ends 
with a discussion on the bone changes occurring in the 
leuchzemias and angemias. 

The book is one for specialists in bone work, but should 
be a useful reference book for the general radiologist. 





PROGRESS IN OPHTHALMOLOGY. 





THE second volume of “Modern Trends in Ophthalmology”, 
edited by Arnold Sorsby, is a work of outstanding merit, 
covering a wide range of world trends in the theory and 
practice of ophthalmic physiology, medicine and surgery.’ 
The book is arranged in five sections. 

The first section deals with ophthalmic physiology and 
contains modern thoughts about the nature of light and 
illumination, night vision, electrophysiology of the eye, 
accommodation and variations of the optical components 
of the eye. 

The second section concerns diagnostic procedures such 
as slit-lamp microscopy, gonioscopy, angioscotometry and 
ophthalmodynamometry. 

The third section, on pathology, contains sixteen chapters, 
perhaps the most interesting being about retinal detach- 
ment and glaucoma, though all parts are of value. 

The fourth section, on treatment, possibly makes the 
most appeal to the practising oculist. ‘Penicillin’, “Retro- 
bulbar Injections” and “Orthoptics” are three of the best 
of the fourteen chapters, but the most striking is the 
chapter by the American surgeon Ramon Castroviejo on 
trends in cataract surgery. All aspects of the subject are 
considered, from basic principles to the last detail of tech- 
nique. It is of interest to note that Castroviejo favours 
the making of the corneal incision with a keratome and 
scissors instead of with the traditional Graefe knife. He 
holds that this method is easier and he maintains that “the 
performance of the ideal incision should not be the exclusive 
privilege of a few gifted surgeons”. This method was 
introduced by an Australian ophthalmic surgeon as long 
ago as 1940. 





1“Modern Trends in Ophthalmology”, edited by Arnold 
Sorsby; Volume II; 1948. London and Australia: Butterworth 

and Company (Publishers), — 93” x 63”, pp. 624, with 
169 illustrations. Price: 86s. 





The fifth and final section deals with social aspects of 
ophthalmology; it is divided into four chapters and provides 
much nutritious food for thought. 

Altogether, this comprehensive work, contributed to by 
distinguished ophthalmologists from all over the world, 
stands out as a compilation of value to workers in every 
branch of ophthalmology. The book is handsomely produced 
and contains a detailed index of its contents. 


<i 
<p 


Books Received. 


[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.) 











“Diseases of the Heart’, by Charles K. Friedberg, M.D.; 
1949. Philadelphia and London: W. B. Saunders Company. 
Melbourne: W. Ramsay (Surgical), Proprietary, Limited. 
94” x 7”, pp. 1120, with 79 illustrations. Price: £5 9s. 3d. 


The author endeavours “to provide a comprehensive and 
integrated exposition of the diseases of the heart”. 





“Metabolic Interrelations: Transactions of the First Con- 
ference; New York, N.Y.; February 7-8, 1949”, Edited by 
Edward C. Reifenstein, junior, M.D. New York: Josiah Macy, 
Junior, Foundation. 9” x 6”, pp. 198, with 23 illustrations. 
Price: $2.95. 


A verbatim account of the proceedings. 





“Clinical Biochemistry”, by Abraham Cantarow, M.D., and 
Max Trumper, Ph.D.; Fourth Edition; 1949. Philadelphia and 
London: W. B. Saunders Company. Melbourne: W. say 
(Surgical), Proprietary, Limited. 9” x 63”, pp. 668, s illus- 
trations. Price: £3 16s. 

Deals with the application of biochemistry to clinical 
medicine and surgery. 





“The Surgical Clinics of North America” (issued ory two 
months); 1949. Philadelphia and London: W. B. Saunders 
Company. Melbourne: W. Ramsay (Surgical) Proprietary, 
Limited. Nation-wide Number. 9” x 6”, . 336, with 103 
illustrations. Price: £7 5s. (cloth binding) and £6 (paper 
binding) per year. 

Comprises a symposium of 21 articles on recent advances 
in surgery. 





“A Note on Some of the Scientific Studies Undertaken by 
Members of the Colonial Medical Service during the Period 
1930-47, with a Bibliography”, Colonial Number 252. London: 
His Majesty’s Stationery Office. 94” x 6”, pp. 48. Price: 1s. 

The work is shortly described under the headings of the 
several diseases and the bibliography follows. The authors’ 
names are arranged in alphabetical order and the titles of 
the articles are given. 





“Recent Aévensee in Social Medicine’, by Alan Carruth 
Stevenson, B.Sc., M.D. (Glasgow), M.R.C.P. (London), D.P.H., 
with a chapter by Eric A. Cheeseman, B.Sc., Ph.D. (London) ; ; 
1950. London: J. and A. Churchill, Limited. 8” x 5”, pp. 254, 
with 15 illustrations. Price: 18s. 

One of the “Recent Advance” series. The author is 
Professor of Social and Preventive Medicine at the Queen’s 
University of Belfast. 





“Injuries of the Brain and Spinal Cord and Their Coverings : 
Neuro-Psychiatric, Surgical, and Medico-Legal Aspects”, edited 
by Samuel Brock; Third Edition; 1949. Baltimore: The 
Williams and Wilkins Company. Sydney : Angus and Robertson, 
gaye 9” x 63”, pp. 804, with 125 illustrations. Price: 

s. ; 

The work of 22 contributors, the book deals with neuro- 
logy, psychiatry, neurosurgery, radiology and forensic medi- 
cine in relation to trauma of the skull, the brain and the 
spinal cord. 





“Stern’s Applied Dietetics: The Planning and Teaching of 
Normal and Therapeutic Diets”, revised by Helen Rosenthal, 
B.S., Pearl C. Baker, B.S., and ‘Wilma A. McVey, M.D.; Third 
Bdition ; 1949. Baltimore: The Williams and Wiikins Company. 
Sydney: Angus and Robertson, Limited. 10” x 7”, pp. 318. 
Price: 53s. 9d. 

A third edition of a work originally published in 
September, 1936. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 

References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: surname of author, initials 
of author, year, full title of article, name of journal without 
abbreviation, volume, number of first page of the artcle. 
If a reference is made to an abstract of a paper, the name 
of the original journal, together with that of the journal 
in which the abstract has appeared, should be given with 
full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


_ 
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MEDICAL RESEARCH IN GREAT 
BRITAIN. 





THE Medical Research Council of Great Britain has 
issued a report of its activities for the years 1945-1948. 
The last report of the Council covered the years 1939-1945 
and was published in December, 1947, under the title 
“Medical Research in War”. It was reviewed in these 
columns on August 28, 1948. On that occasion it was 
pointed out that the exigencies of war had far-reaching 
effects on medical research in Britain—research had to 
be stayed so that advice might be given to government 
departments and to the fighting services in regard to the 
application of the latest scientific knowledge to problems 
of the moment. It cannot be over-emphasized that an 
atmosphere of urgent need to find a solution to a problem 
or an answer to a threat is not that best suited to research. 
In the report of 1939-1945 the Medical Research Council 
stated that in ad hoc investigations there comes a time 
when the research worker has to decide whether to confine 
his interests to the giving of limited answers or to delve 
more deeply in order to obtain, although more slowly, 
a fuller grasp of the principles involved. We can thus 
accept the statement that although war acts at first as 
an intense stimulus to certain branches of medical 
research, in the long run it tends to lose its effect as an 
incentive to discovery. The turning away from war-time 
research has not been easy for the workers in research. 
In many instances it has been necessary for investigators 
to find new problems and then to obtain the conditions 
essential for satisfactory work on lines quite different 
from those to which they had grown accustomed during 
the war. In other cases, especially among workers at the 
head of affairs, the change to be faced was, we are told, 
even greater. Those who controlled and directed other 
men engaged on war-time problems had little time to 
engage personally in research. These men have had to 
readapt their lives; after working in gregarious con- 
ditions while helping others they have had to settle down 
again to the laboratory bench with entirely different prob- 
lems to study. We can well understand that the period 





covered by the present report has been one of reorientation 
and reconstruction; it has also seen a considerable expan- 
sion of the Council’s research. In addition to the diffi- 
culties that had to be faced by the research workers, other 
obstacles, to do with apparatus, accommodation and so on, 
had to be overcome. The return to peacetime research is 
gradually being accomplished, but it cannot be claimed 
that the conditions of work sponsored by the Council are 
as yet closely approaching the ideal. 

Perhaps one of the best ways of showing the importance 
that is attached to medical research in Great Britain is 
to set out the sums of money that have been spent on it 
over the years. In 1940-1941 the grant-in-aid received 
by the Medical Research Council was £195,000; this sum 
rose to £295,000 in 1945-1946. In 1946-1947 the grant-in-aid 
was £415,000 for current expenditure and £50,000 for 
non-recurrent expenditure. For 1947-1948 the grant-in-aid 
was £618,000 for current expenditure and £130,000 for 
non-recurrent expenditure. For 1948-1949 (a year not 
covered by this report) the sums were £770,000 and 
£365,000. This is a clear demonstration, if a demonstration 
is needed, that in such an activity as medical research 
there can be no standing still. This is something that 
has yet to be realized to the full by those who have 
control of government moneys in Australia and also by 
those who have it in their power to create endowments 
for scientific purposes. The increase in expenditure by 
the Council has taken place in spite of the fact that many 
war-time activities have ceased. For example, the work 
on war wounds, including such subjects as anaerobic infec- 
tions, burns, vascular injuries and war fractures, has 
ceased. Two committees dealing with penicillin have 
completed their tasks; and committees dealing with brain 
injuries, traumatic shock, malaria, typhus and _ thera- 
peutic requirements, as well as the Military Personnel 
Research Committee, have been dissolved. On the other 
hand some of the work, begun to meet special demands 
during the war, has been continued. One of the most 
important of these activities is the Emergency Public 
Health Laboratory Service. This service, inaugurated 
during the war to counter possible moves by the enemy, 
was found to fill such an important gap in the machinery 
for the control of epidemic disease that the Ministry of 
Health decided to retain it as a permanent service. Two 
other committees whose activities have been continued 
are the Food Rationing (Special Diets) Advisory Com- 
mittee and the Royal Naval Personnel Research Com- 
mittee. For the benefit of those misguided persons in 
this country who think that clinical pathologists can be 
trained in one year, it should be stated that the period 
of training for the Public Health Laboratory Service in 
Britain is five years. After holding the usual house 
appointments, the trainee spends three months in a 
residential capacity in a fever hospital that he may gain 
experience in the clinical manifestations of infectious 
diseases and in the handling of children, and nine months 
in a large pathological department that he may gain a 
good background of morbid anatomy, hematology and 
biochemistry. During his second year the trainee works 
in an area laboratory, where he gains a knowledge of 
the ordinary bacteriological procedures and some insight 
into the technique of field investigation. His third year 
is occupied in taking the Diploma of Bacteriology in 
order to provide a sound, academic basis for specialization 
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and research. For the last two years the trainee goes to 
the Central Laboratory or to one of the regional labora- 
tories situated in a university town. Here he perfects 


‘his practical knowledge of routine bacteriology, is en- 


couraged to take up a piece of original work, often 
participates in undergraduate or post-graduate bacterio- 
logical teaching and gains experience of epidemiological 
problems in the field. The opinion is expressed in the 
report that it is too early to say how successful this 
scheme of training will prove. 

Among the subjects which are given special prominence 
is what is called the sophistication of food. What is 
known as the agenization of flour is discussed—in this 
process flour is treated with oxides of nitrogen, benzoyl 
chloride, chlorine dioxide, potassium bromate, nitrogen 
trichloride or “agene” and ammonium persulphate. Bread 
made of flour treated in this way is lighter in texture 
and colour than ordinary bread and is more easily masti- 
eated. It is stated that there is reason to believe that 
$0% of all the flour consumed by the population of 
Britain is “agenized”. The matter has assumed consider- 
able importance because of the discovery that canine 
hysteria can be caused by biscuits made of agenized flour. 
(See THE MeEpicaL JourNAL oF AUSTRALIA, January 31, 
1948.) Tests have been undertaken to discover whether 
the consumption of agenized flour is detrimental to man. 
So far no determination has been made, but the subject 
is stated to be one on which judgement must be reserved, 
especially because of the recent apparent increase of 
diseases such as gastric and duodenal ulcer, cholecystitis 
and appendicitis whose origin is obscure. Another subject 
to which considerable attention has been paid is deafness 
and hearing aids. A hearing aid known as ‘“Medresco” 
has been evolved and it has been estimated that no less 
than 500,000 hearing aids may be needed for the deaf 
people of Britain. 

A good deal of attention has been given to occupational 
health—research has been, and is being, conducted into 
physiological and psychological factors affecting man’s 
efficiency at his job and into the risk to health associated 
with particular occupations. As a matter of fact, research 
in this field and the initiation of research projects into 
the medical and biological aspects of nuclear physics have 
been the two prominent features of the Council’s work 
since the end of the war. The Industrial Health Board 
which was constituted in 1921 was reconstituted in 1942; 
it acts as a reviewing body and continues to advise the 
Council on occupational health research as a whole. Among 
the subjects being investigated are some of absorbing 
interest. The Department for Research in Industrial 
Medicine at the London Hospital is, inter alia, making an 
inquiry into the fluorosis risk to man and animals arising 
from the manufacture of aluminium by the electrolytic 
reduction of alumina. The Industrial Medicine Research 
Unit at Birmingham has concentrated on occupational 
skin disease, including skin cancer. The Pneumokoniosis 
Research Unit at Cardiff is dealing with the cause and 
prevention of the condition; included in its programme 
are clinical and radiological studies, environmental sur- 
veys, and animal experiments on the effects of different 
types of dust. At Oxford research is being carried out 
by a special unit into climate and working efficiency; 
this unit is also carrying out research in climatology for 


the Royal Navy and this will be done in association with 
a new laboratory that has been established jointly by 
the Navy and the Council at Singapore. There is an 
Applied Psychology Research Unit at Cambridge which 
has been expanded “to meet the mounting demand for 
research from industry and the services”. Further, an 
Occupational Psychiatry Unit has been set up; it will 
study ways and means whereby the mentally unstable 
can be absorbed into useful work in industry and can be 
retained there without disharmony once this aim has 
been achieved. As a sequel to the Government’s concern 
with productivity, the Council has become responsible for 
a number of research projects recommended by the Panel 
on Human Factors of the Government’s Committee on 
Industrial Productivity. The problems vary a good deal, 
but are concerned mainly with human relations in 
industry. There is a Social Medicine Research Unit at 
the Central Middlesex County Hospital; it was started in 
1948; though its activities extend beyond the boundaries 
of occupational health, it will undertake research on the 
social aspects of occupational disorders. It may be 
objected that at least in certain aspects this research in 
occupational health is ad hoc research. This will have 
to be granted, but as research proceeds no “limited 
answers” will have to be given and delving will no doubt 
be as deeply carried out as possible and the underlying 
principles will always be sought—in other words, we may 
conclude that the research now being undertaken or 
planned will not have the disadvantages of war-time 
research planned for an immediate objective. 

The report lists a great many avenues of endeavour and 
also gives an insight into the many kinds of work which 
are “assisted” by the grants from the Council. No attempt 
can be made to describe these, but mention should be 
made of an important type of liaison that is being 
developed. The best example that may be quoted is the 
research that is being carried out in the Gambia. Work 
is being done at Fajara and at Genieri. This work is 
directed by Professor B. S. Platt who is also in charge 
of the Council’s Human Nutrition Research Unit at the 
National Hospital, Queen’s Square, London. The dietetic, 
agricultural, social and economic conditions in the Gambia 
are being studied. It is pointed out that work of this 
kind may call for new or temporary workers from time 
to time. The fact that the work abroad is based on work 
in England makes it easy for demands in regard to staff 
to be met. This is a most satisfactory arrangement and 
one that should be extended. It is an example of the 
kind of expansion which many persons wish to see in 
different parts of the British Commonwealth. Expansion 
of work by the sending of workers from one part to another 
may without much difficulty develop into an exchange of 


workers. 





-—— 
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Current Comment. 


BORIC ACID POISONING. 








Ir is still widely assumed, both by laymen and by 
medical practitioners, that boric acid is harmless and 
useful as an antiseptic. In fact, boric acid is a poison 
which has caused at least 32 deaths and it is at best an 





inefficient antiseptic. The toxic action of boric acid has 


| long been known, but the reports of fatalities associated 
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with its use do not seem to have attracted general atten- 
tion. It is right, therefore, to stress the potential danger 
which it offers, especially to very young children. This is 
brought out by the fact that the recorded deaths include 
three groups occurring in infants and numbering six, five 
and six respectively. The first of these was reported by 
W. D. McNally and C. A. Rust,’ the infants having received 
from 60 to 150 millilitres of a saturated solution of boric 
acid, mistaken for distilled water, or approximately three 
to six grammes of boric acid per infant. The second group 
was the basis for a lawsuit in Connecticut in 1947,’ the 
parent of one of the children suing the hospital for 
damages. In that case, a nearly empty bottle, used to 
contain dextrose for feeding to newborn infants in 5% 
solution, was sent to the hospital pharmacy and filled with 
boric acid. The use of this in the feeding formula resulted 
in the death of five babies. The latest tragedy has occurred 
in Canada. According to a report by E. G. Young, R. P. 
Smith and O. C. MacIntosh,* six babies, aged six to eleven 
days, died as a result of one feeding of milk which had been 
diluted with a 2-5% solution of boric acid in error for 
sterile water. The deaths occurred in from nineteen 
hours to five and a half days. Three autopsies were per- 
formed, and the pathological diagnosis was gastro-entero- 
colitis, hepatitis, nephrosis, and cerebral cdema and con- 
gestion of toxic origin. In one case, that of the child who 
lived longest, it was bronchopneumonia with nephrosis. 
All children had exfoliative dermatitis. Chemical examina- 
tion established the presence of boric acid in the fluid 
used as a diluent of the milk, in the stomach and in 
brain and liver. Clinical effects developed progressively 
by the infants and leading to death were vomiting and 
diarrhea, increasing in intensity after the first day, 
excoriation of the skin on the second and subsequent days, 
convulsive movements, especially of the facial muscles and 
of the extremities, and cyanosis with collapse as the 
terminal state. Young and his colleagues emphasize the 
importance of having all solutions of boric acid or borax 
labelled “poison”. This is sound and should at least be 
taken up by hospital authorities, even if it is not con- 
sidered practicable as a general measure. In addition, 
the public should be disabused of their confidence in boric 
acid as a harmless and useful domestic antiseptic. Rather 
is this an out-of-date fashion that we might very well do 
without. 





MEDICAL CLASSIFICATION IN 
THE SERVICES. 





Tue story may or may not be apocryphal of the 
American Indian who walked half-way across the United 
States with the intention of joining the army, only to be 
rejected because of flat feet. Certainly it would hardly 
raise an eyebrow amongst thoSe experienced in medical 
classification as applied to the services. A_ possible 
complement to it is the story related by John W. Todd* 
of the officer with a distinguished record, chronic osteitis 
(the result of a war wound) in the orbital region, and a 
100% disability pension, awarded in about 1924 because of 
a duodenal ulcer which had been treated by gastro- 
enterostomy but still caused severe symptoms, including 
hematemesis. In the recent war this otticer managed to 
get into the Pioneer Corps without seeing a medical 
officer, went to France and was taken prisoner. After 
a year in a prison camp he escaped with 15 men and 
succeeded in conducting them all to Gibraltar, the party 
negotiating the Pyrenees in mid-winter. For this feat 
he was awarded a bar to the Military Cross he had won 
in the first world war. These are extreme examples of 
anomalies, but they are no less valid for that as illus- 
trations of the difficulties of medical classification. They 





1The Journal of the American Medical Association, February 
4, 1928. 

2Ibidem, June 28, 1947, page 827. 

3 The Canadian Medical Association Journal, November, 1949. 

4 The Lancet, December 31, 1949. 





‘ 


emphasize two of the fundamental problems: the stan- 
dards of fitness that are to be adopted and whether or 
not absolute criteria can be laid down. ‘That some 
standards must be adopted over and beyond the unfettered 
judgement of a medical practitioner is obvious if we 
consider the following situations: the young civilian doctor 
with no knowledge of service conditions examining men 
for an expeditionary force, the army doctor experienced 
in and imbued with the needs of an expeditionary force 
examining men who may well never get past a base area, 
the doctor with much experience of trench warfare in a 
European winter examining men for mechanized warfare 
in the desert or for service in a tropical jungle—all will, 
or should, admit that they need guidance. Whether or not 
it is justified to adopt absolute standards is another 
matter; to say that a man cannot be accepted into one 
of the services because he has flat feet or a past history 
of peptic ulcer or epilepsy is debatable, though such rules 
have been made in the past. Todd, to whom we referred 
at the beginning of this discussion, has considered the 
whole question at some length and his views merit careful 
consideration; they will not command universal approval, 
as may well be expected, but his article can be profitably 
read by all concerned with medical fitness and classi- 
fication, not only in the services but also in civilian 
circumstances, to which he makes some reference. Here 
we can mention only certain particular points. 

Todd’s essential theme is that, in the army, men should 
be classified according to their ability to function as 
soldiers. He cites examples, from extensive wartime 
experience in the army, of men who were without apparent 
physical defect and yet could not do their jobs, and of 
men with specific defects who were well able and ready 
to carry on with what was required of them; examples 
are the group of physically faultless, licensed drivers who 
smashed up transport and the nursing orderly with only 
one eye (and therefore “unfit” to drive) who in civilian 
life drove lorries through the Highlands of Scotland. In 
so many cases the basic fallacy is the fundamental pitfall 
of all clinical medicine, the ignoring of the person in 
favour of concenfration on a part of his body or a 
particular affection. The right Stamdard is the capacity 
of the individual to carry out what is required of him 
—the usual standard of civilian life and one from which 
departure in service life is rarely warranted. It has been 
pointed out by a distinguished senior officer of the Royal 
Australian Army Medical Corps that for every man 
required to do the things expected of the fighting soldier 
—to march, to carry a pack, to eat army food, to pull a 
trigger, to get wet, and so on—there are a great many 
others in the modern army who will never be expected 
to do these things; in other words, there are few 
individuals for whom a place cannot be found in the 
Services. These are those, of course, who seem unable 
(or unwilling) to become efficient soldiers, quite apart 
from the presence or absence of demonstrable physical 
defects; despite the increasing use, especially in the 
British Army, of psychiatrists in assessing these men, 
responsibility for their disposal must in a great number 
of cases remain with the non-medical authorities in the 
service, especially if return to civilian life is contemplated, 
though medical opinion may well be useful if reclassi- 
fication and allocation to other duties are appropriate. 

These are principles on which a fairly general measure 
of agreement can be reached. More troublesome, because 
more specific, is the practical problem of providing stan- 
dards and a system of classification. General dissatis- 
faction has been felt with the systems of classification in 
use in all British services during the last war, and since 
then the Pulheems system has been introduced. Though 
the intentions of this system are good, it appears, as Todd 
points out, to fail, even if to a less extent, just where 
the old methods failed—it still depends primarily on 
structure or on the function of single parts or organs 
of the body. Under the Pulheems system, the individual 
is examined with reference to seven subdivisions of bodily 
or mental function, the initial letters of which go to make 
up the word “Pulheems”: physical capacity, upper limbs, 
locomotion, hearing, eyesight in each eye, mental capacity, 
stability (emotional). There are eight degrees under each 
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quality, from the highest, degree 1, to the lowest, degree 
8; men of degree 8 in any quality are not normally accepted 
for service. In the official instructions about the appli- 
cation of Pulheems, the importance of function, as 
opposed to structure, is stressed, but some of the details 
given oblige the examiner to ignore function to a consider- 
able extent and to act on structure; in any case, Pulheems 
fails to look beyond the individual qualities considered to 
the function of the whole man. As a concrete example, Todd 
points out that the commander of a battalion, if given the 
choice between a brave, trustworthy, but deaf, man and a 
coward with perfect hearing would unhesitatingly choose 
the former; the Pulheems system, like its predecessor, 
compels him to take the latter. The fundamental error 
behind both the old and the new methods, Todd suggests, 
is that they are medical methods. This is a startling 
suggestion, but his point is well made. Classifying men 
according to their functioning capacities as soldiers, he 
asserts, does not require the services of a doctor. A doctor 
is needed in this connexion only to assess men’s probable 
future functioning capacities; his opinion is not required 
except in the case of a man suffering from, or thought 
likely to suffer from, some progressive or recurrent dis- 
order. How then is one to assess a recruit’s military 
capacity? A preliminary way is to study his performance 
in civil life. This may also provide some information 
bearing on particularly military activities (marching in 
full kit, throwing a hand grenade, using a rifle, and so 
on), but classification in this regard is best-made towards 
the end of a period of preliminary training. The soldier’s 
eapacity in action will not appear from either of the 
sources mentioned and for this reliance will have to be 
made on psychological examination. For specialized tasks, 
special tests will be necessary and assessment according 
to particular bodily and mental functions is unavoidable; 
nevertheless, hard and fast standards should still be 
avoided. If these methods of assessment are accepted 
—and they are certainly not without virtue—the diminished 
role of the medical officer immediately is plain. In the 
assessment of a soldier’s future capacity medical opinion 
is more obviously necessary. Todd suggests that the 
medical officer might supply for each recruit a certificate 
such as this: “This man is not (or is), or has not been 
(or has been), affected by a disorder likely to recur or 
progress rapidly if he is a soldier.” If this certificate 
indicates the presence of a significant disorder, a medical 
board may be required for more detailed assessment. 
There would be disagreement, perhaps, Over many con- 
ditions, but there is much to commend Todd’s suggestion 
that, in general, if a man is capable of certain duties 
there is no reason why he should not perform them. The 
possibility that harm may result from service conditions 
is not enough to keep a man out of the services in wartime. 
This may appear to be a callous view; but it is surely 
a false standard which unhesitatingly accepts the young 
and physically sound for tasks carrying the possibility, 
even probability, of injury and death by enemy action, 
and at the same time refuses to allow men to do jobs 
of which they are quite capable because of possible, even 
probable, aggravation of an existing defect. And even 
here medical opinion may not be enough; the usefulness 
or otherwise of a doubtful recruit may well be decided on 
non-medical grounds. As to the way out, a good deal of 
heartburning would be saved if general agreement was 
given to the two routes of evacuation from the battle 
line as given by Todd: the medical route for the acutely 
sick and wounded, the non-medical route for the incom- 
petents. It is an annoying but far from uncommon 
experience for the medical officer to be asked to use 
medical means to get rid of a soldier who is not acceptable 
to his unit for non-medical reasons. It may happen that 
the medical officer has to protect the soldier from rough 
justice due to lack of understanding or poor leadership, 
but mostly he must decline to relieve the unit of the 
embarrassment of disposing of its own incompetents. The 
presence of a recurrent or progressive ailment, or one 
seriously aggravated by environment, presents a different 
problem, but it seems reasonable to expect that if purely 
medical standards are not allowed to overrule non-medical 
considerations in the stage of recruitment, then the non- 





medical authorities should accept their responsibilities 
more readily in the stage of disposal. Meantime the 
soldier’s, or potential soldier’s, own feelings must not be 
overlooked. Todd rightly pays much attention to them. 
We cannot reproduce here all-he has to say, but echo his 
suggestions that keenness to serve may Outweigh many 
physical defects, and that the habitual chronic malingerer 
is often best got rid of. Another point on which we 
cannot elaborate now is the question of pensions in relation 
to acceptance of recruits. Undoubtedly the possibility of 
aggravation of an existing minor disability by service 
conditions, making it a ground for a pension Claim, has 
helped to make many disabilities grounds for initial 
rejection. While the political reasons for this are strong 
and difficult to answer, the policy is still not valid, and 
another solution needs to be found. 

It may be felt that a discussion of medical classification 
of servicemen is irrelevant at present, particularly when 
wartime considerations are stressed; but there is much 
to be gained by thinking these things out at leisure. 
Todd’s ideas are not perfect, but they are a stimulating 
basis for thought on a question which may become topical, 
despite our hopes to the contrary. They also have 
important implications for civil life, but these must be 
left for another time. 





PENICILLIN AND DISEASES OF THE LOWER PART 
OF THE RESPIRATORY TRACT. 





Tue favourable results obtained from the use of penicillin 
by inhalation in the treatment of diseases of the lower part 
of the respiratory tract have stimulated further inquiry 
into the physiological principles involved. The important 
questions are the factors involved in the absorption of peni- 
cillin from the bronchial tree and the selection of a simple 
and harmless technique by which the antibiotic can be 
brought into contact with the bacteria which it is desired 
to attack. The value of exploiting such a procedure is 
evident. Parenteral administration has not succeeded in 
passing the barrier of chronically inflamed or fibrosing 
tissues in the lungs of patients suffering from bronchitis, 
bronchiectasis or associated forms of asthma. This is 
pointed out by S. J. Weinberg and G. L. Packer, who have 
been investigating the effects of aerosols containing peni- 
cillin in these diseases.1 The previously observed improve- 
ment noticed after the use of vaporized ephedrine 
encouraged them to use this drug in either a nebulized 
or dry form as a prelude to a penicillin aerosol. The 
purpose of this was to secure some degree of bronchial 
dilatation to facilitate the removal of bronchial secretions 
and to permit fuller access of the penicillin. Before 
turning to their results we may refer to some work of 
J. F. Beakey, E. A. Gaensler and M. S. Segal, who have 
investigated the subject from the experimental point of 
view. These authors in some previous researches com. 
pared the rates and degrees of absorption of penicillin 
after intratracheal injection with those following intra- 
muscular injection, and found that blood levels were 
lower with the intratracheal route, but more sustained. 
Further check of absorption rates after administration by 
a nebulizer with those obtained by intratracheal injection 
showed how much penicillin could be expected to reach 
the lung from an aerosol. The percentage was about 
35. In the present inquiry these workers have investigated 
the influence of various diluents of the penicillin and 
other components of solutions administered by spray and 
direct tracheal injection. Saline has been the usual basis, 
but the effects of the addition of active ingredients such 
as vasoconstrictors and antispasmodics was specially 
studied. The necessary studies were carried out with the 
help of volunteers. A standard dose of 100,000 units of 
crystalline penicillin G potassium was used by both the 
intratracheal and inhalational routes. Oxygen was used 
with the nebulizer, and one millilitre of diluent dispensed, 





1 Archives of Internal Medicine, September, 1949. 


2 Annals of Internal Medicine, November, 1949. 
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washed down with half this amount to ensure that the 
whole of the active substance was introduced. Concentra- 
tions of penicillin were estimated in the blood after half 
an hour, one hour and two hours, and the rate of urinary 
excretion was also assayed. The diluents studied were 
saline, ‘“Neo-Synephrine’’, epinephrine, tri-ethylene glycol, 
chlorophyll, an iodized oil and human serum. These fell 
into two categories, substances affecting absorption by 
reason of their pharmacological action, and those influenc- 
ing it by direct chemical or mechanical action.  Tri- 
ethylene glycol was not found to be of any special value. 
Chlorophyll gave a rather more rapid rate of absorption, 
though high levels were not maintained; it was thought to 
be of some possible value for anaerobic infections. Human 
serum had no adjuvant effect. Both “Neo-Synephrine” and 
epinephrine were of value as they caused higher initial 
blood levels of penicillin and maintained them at thera- 
peutic level for five hours. 


Returning to the findings of Weinberg and Packer, we 
may note agreement with the experimental work in regard 
to the usefulness of the vasoconstrictor drugs. Two series 
of fourteen patients were observed who suffered from 
chronic bronchial infections. A series treated with 
successive nebulized solutions of ephedrine and penicillin 
over a period of three weeks showed substantial improve- 
ment, evinced by increased exercise: tolerance, less dyspnea 
and cough, and improved sleep and appetite. The amount 
of ephedrine required also decreased. This drug was used 
both as an aerosol and as a dust with equal benefit. No 
allergic sensitivity was observed in the patients. Whether 
the improvement observed will be maintained after cessa- 
tion of treatment cannot yet be stated, and the degree to 
which reversibility of bronchiectatic changes may take 
place is also uncertain. However, there is more hope for 
the future with these patients. Simpler than bronchoscopic 
drainage, and offering possibilities in initiating repair 
before it is too late, these methods give us some hope ot 
preventing some of the more destructive features of 
bronchial infection. Beakey and his colleagues found some 
evidence of value in the iodized oils as an excipient, on 
account of their property of helping to expel accumulated 
secretion. This has been noted before, of course, but it 
shows that the quest for ideal aerosols for chronic 
pulmonary infection should go on. 





BACITRACIN. 





BACITRACIN is one of the more recent additions to the 
small and select group of antibiotics promising to be of 
practical value. It is produced by a strain of Bacillus 
subtilis and derives its name rather quaintly from the 
fact that the strain concerned was recovered in 1943 from 
the damaged tissue and street dirt débrided from the 
compound fracture of a seven-year-old child by the name 
of Tracey. Useful general articles on bacitracin have been 
recently published by F. L. Meleney and B. A. Johnson’ 
(who with H. Anker were concerned in its original dis- 
covery) and by W. A. Altemeier.? The latter confines 
himself to clinical considerations; Meleney and Johnson 
describe also in some detail the history of the investigation 
and development of the antibiotic, including information 
on the properties of the organism and its filtrate, the 
chemical properties of laboratory bacitracin, the com- 
mercial production of the drug, and its pharmacological 
and clinical investigation. Notable clinical features of the 
antibiotic are that it has a wide antibacterial range and is 
not inhibited by the penicillinase producers or by blood, 
pus, wound exudates or necrotic tissue. Its effectiveness 
is in direct proportion to its concentration, and bacteria 
subjected to its action show only moderate tendency to 
develop resistance. Slow elimination from the body means 
that it needs to be given only at prolonged intervals. 





1The American Journal of Medicine, December, 1949. 
2 The Surgical Clinics of North America, October, 1949. 





Experience so far indicates its value in the treatment of 
mixed infections, particularly those secondarily con- 
taminated by Gram-negative  penicillinase-producing 
bacteria which may inhibit the action of penicillin on the 
Gram-positive components. It is effective against many 
infections resistant to penicillin and streptomycin, it may 
have a synergistic effect when used with penicillin, particu- 
larly in the treatment of syphilis and resistant staphy- 
lococcal infections, and it is superior to penicillin in 
the treatment of many anaerobic or microaerophilic 
streptococcal infections. It is of considerable value in the 
treatment of ulcerations and granulomata of the colon 
produced by Entameba histolytica. In these conditions 
oral administration is satisfactory, as bacitracin is not 
toxic when given in this way and is not readily absorbed; 
being retained in the alimentary canal, it acts upon many 
of the intestinal organisms. Favourable response has 
followed local application of the drug to infections by 
direct application in a solution or in an ointment base, by 
local injection, or by instillation after aspiration of a 
purulent exudate from an abscess cavity. When injected 
parenterally, it is readily absorbed and diffused throughout 
the tissues in a manner similar to penicillin. A dis- 
turbing feature which has been observed after this method 
of administration is the production of signs and symptoms 
of kidney irritation, though with suitable preparations 
this can be reduced to a minimum. Another unpleasant 
occurrence in some cases is local pain with induration at 
the site of injection; a local anesthetic should be added 
to the bacitracin preparation for this reason. Other pos- 
sible toxic effects are still being considered, but it is 
evident from all the reports, and especially from a paper 
on the absorption, distribution, excretion and toxicity of 
bacitracin in man by H. A. Zintel et alii,’ that there is 
room for improvement in this direction before the drug 
will be suitable for general clinical use. Hopes for this 
and added evidence of the clinical virtues of bacitracin 
appear in a report of its use in 270 cases of various types 
of surgical and certain medical infections. The authors 
are Meleney, Altemeier and Zintel together with A. B. 
Longacre, E. H. Reisner and E. J. Pulaski.2 They appear 
to have made considerable progress in relation to toxicity 
difficulties and their clinical results are most encouraging; 
these results will be of greatest interest to surgeons. 
Notable features were the large number of cases in which 
response to bacitracin followed failure to respond to other 
antibacterial agents and the obtaining of favourable results 
with mixed infections almost as readily as with pure 
infections, because of the drug’s wide antibacterial range. 
If control of toxicity can be ensured, bacitracin seems 
likely to make a valuable individual contribution among 
the antibiotics. 





THE AUSTRALIAN RED CROSS SOCIETY. 





In a nation-wide appeal the Australian Red Cross Society 
is asking the people of Australia for support that it may 
be able to carry on its vital services. Though the 
dramatic appeal of war-time is missing, the need is still 
very real because of the sick, the maimed and the hungry 
who wait for help. The main services include what is done 
for service and ex-service men, work at convalescent homes, 
blood transfusion, anti-tuberculosis work and other services 
in connexion with handicrafts and libraries in most 
civilian hospitals. Other services include the Junior Red 
Cross, transport and overseas relief. The present services 
cannot be maintained without a large increase in public 
support. Expenditure for the year ended June, 1949, was 
nearly £900,000, while the total receipts reached only 
£500,000. Help may be given by donations of money and 
also by propaganda. Support should be given by members 
of the medical profession on account of the blood trans- 
fusion service, if for no other reason. 


pe The American Journal of the Medical Sciences, October, 


2 Surgery, Gynecology and Obstetrics, December, 1949. 
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Abstracts from Wedical 
Literature. 


OPHTHALMOLOGY. 


Motais-Parinaud Type of Operation 
for Ptosis. 


Raynotp N. BerKE (Archives of 
Ophthalmology, March, 1949), in an 
analysis of 35 cases of ptosis, evaluates 
the Motais-Parinaud type of operation 
for ptosis. He states that the main 
advantages of utilizing the superior 
rectus muscle are that (i) the upper 
lid moves synchronously with the globe 
in looking up and down, (ii) a normal 
curve of the upper lid margin 
generally results, and (iii) a natural- 
appearing fold is produced in the upper 
lid. The chief disadvantages are that 
(i) lagophthalmos is present during 
sleep, predisposing to keratitis, (ii) 
normal winking and Bell’s phenomenon 
are interfered with because the upper 
lid cannot move independently of the 
globe, (iii) hypotropia with diplopia 
occurs after operation, and (iv) an 
inverted “V” type of notch is often 
produced by the Motais-Shoemaker- 
Kirby type of operation. Utilization of 
the superior rectus to correct ptosis 
in 35 cases of congenital ptosis gave 
an excellent result in four cases, a 
good result in fourteen cases, a fair 
result in eight cases and no improve- 
ment in nine cases. In 26 of 35 cases 
in which the superior rectus was 
utilized, weakness of this muscle was 
induced. A notched deformity occurred 
in the upper lid in 10 of 16 cases in 
which improvement followed’ the 
Motais-Shoemaker-Kirby operation. The 
author concludes that this type of 
procedure should be reserved only for 
cases of complete ptosis in which the 
levator palpebre muscle is completely 
paralysed and the _ superior rectus 
muscle is active. 
? 
Ophthalmoscopic Examination in 
Retinal Detachment. 


H. ArruGa (The British Journal of 
Ophthalmology, October, 1949) is of the 
opinion that in many cases the poor 
results of operation for retinal detach- 
ment are due to the exclusive use of 
direct ophthalmoscopy as a mode of 
operative orientation. In examining 
the records of 200 cases of his own, 
the author found that in 25 of these 
tears were visible only by indirect 
ophthalmoscopy, there were three cases 
in which tears were visible only by 
direct ophthalmoscopy, and 154 cases 
in which tears were visible by both 
methods. The importance of indirect 
ophthalmoscopy is evident from these 
figures. 


Fundus Lesions in Tuberculosis. 


M. A. DottFrus (American Journal of 
Ophthalmology, June, 1949) describes 
three types of chorio-retinal lesions, all 
of which represent miliary tuberculosis. 
The first is a small miliary tubercle, 
situated near the bifurcation of vessels, 
white or yellow, with indistinct edges. 
It may be found anywhere in the 
retina, but is chiefly near the posterior 
pole; it is usually multiple and bilateral. 
In the second type the lesion is formed 
by one or more small white spots with 
blurred edges. They are generally more 
or less triangular-and occur in both 
eyes. The third type is rare and is a 
single tubercle one to two disk 











diameters in size. It is rounded and 
somewhat elevated. Lesions of the 
optic nerve are not common, but there 
may be a certain amount of edema 
associated with the chorio-retinal 
tubercle. Rarely there may be choked 
disk, which resembles that seen with 
intracranial tumour. The effect of 
streptomycin on the tubercles is not 
regular; they may disappear completely, 
or they may leave an atrophic area 
edged with pigment. The appearance or 
the discovery of chorio-retinal tubercles 
forecasts a meningeal complication in 
miliary pulmonary tuberculosis and is 
an index of severity of the form of the 
disease in tuberculous meninginitis. 


Toxoplasmosis. 


Harotp Ripitey (The British Journal 
of Ophthalmology, July, 1949) reports a 
case of toxoplasmosis in a child, aged 
two and a half years, being the third 
to be described in England. He states 
that the toxoplasma is a protozoon now 
considered to be an obligate intra- 
cellular parasite. In man it is demon- 
strated most readily in sections of post- 
mortem material of heart, lung, muscle, 
testis, brain and eye, and it may also 
be recovered in living patients in the 
cerébro-spinal fluid. Ocular manifesta- 
tions are practically universal and 
constitute a cardinal feature of the 
disease. Searching nystagmus associ- 
ated with macular lesions is usual. 
Microphthalmos is common. Gross 
persistence of pupillary membrane may 
be a _ feature, and less frequently 
posterior cortical cataract, posterior 
lenticonus and other developmental 
anomalies are found. Strabismus is 
common. The characteristic disturbance 
is a focal chorioiditis affecting both 
macular regions as well as areas else- 
where in the ocular fundi. Examina- 
tion of sections shows areas. of 
acute round-celled infiltration in the 
chorioid and _ retina, with marked 
tendency towards necrosis. The cerebro- 
spinal fluid is usually xanthochromic, 
contains excess of protein and may 
show a mild pleocytosis. The disease 
must be differentiated from congenital 
syphilis, metastatic chorioiditis associ- 
ated with pulmonary infections, and 
chorioiditis secondary to meningitis. 
The central areas of chorioditis may be 
mistaken for bilateral colobomata of the 
macule. The diagnosis is supported by 
X-ray examination of the skull and 
serum reactions and proved by demon- 
stration of the parasite. 


Post-Operative Herniation of the 
Anterior Hyaloid Membrane. 


ALGERNON B. REESE (American 
Journal of Ophthalmology, July, 1949) 
discusses the various sequele which 
may arise if, after uncomplicated 
intracapsular cataract extraction, the 
anterior hyaloid membrane herniates 
into the anterior chamber and comes to 
rest against the cornea. At the first 
dressing, or later, there may be a 
central, poorly demarcated, disk-shaped 
opacity of the cornea. It is accompanied 
by wrinkling of Descemet’s membrane 
and some edema of the _ stroma. 
Examination with a slit lamp shows 
that the hyaloid membrane is in contact 
with the cornea. In these cases, 
especially if there has been round-pupil 
extraction, a powerful miotic should be 
instilled. If the herniation is large, 
complete regression of the membrane 
may not occur; in such a case the 
patient should be put to bed, the pupil 
dilated with 10% ‘“Neo-Synephrine” 











solution and then reconstricted with a 
miotic. If the condition proves intract- 
able, the pupil should be dilated, air 
injected into the anterior chamber and 
then a miotic instilled. When the mem- 
brane touches the cornea, it usually 
causes some irritation of the eye, 
giving the clinical appearance of very 
mild irido-cyclitis, and atropine is dis- 
tilled. However, the use of miotics 
causes the condition to subside. Usually 
herniation of the hyaloid membrane 
disappears spontaneously, and _ the 
membrane assumes a normal position 
in the pupillary area. If the anterior 
hyaloid membrane is allowed to remain 
in contact with the cornea, a permanent 
corneal opacity develops. Secondary 
glaucoma may occur’ because the 
anterior hyaloid membrane comes for- 
ward sufficiently at the periphery to 
advance the iris and block the angle or 
because the membrane blocks the angle 
over the site of the coloboma. In round- 
pupil extractions the glaucoma may be 
due to the fact that the membrane 
protrudes through the pupillary area 
and thus causes a ball-and-valve effect. 


Surgical Treatment of Concomitant 
Divergent Strabismus. 


O. S. LEE anv C. S. O’BRIEN (Archives 
of Ophthalmology, August, 1949), in an 
effort to determine the average amount 
of correction resulting from certain 
operative procedures, studied 49 con- 
secutive cases of divergent strabismus, 
in each of which the patient had been 
cbserved for more than one year after 
operation. Recession of the lateral 
rectus of one eye produced an average 
correction of 1:2° to 2:0° for each one 
millimetre recessed, the greater cor- 
rection being obtained with the greater 
degree of squint. When bilateral 
recession was performed one millimétre 
of recession corrected an average of 1° 
of squint. Resection of the medial 
rectus of one eye gave unpredictable 
results, but one millimetre of resection 
corrected an average of 0-73° of squint. 
When recession of the lateral rectus 
and resection of the medial rectus were 
combined, then each millimetre of reces- 
sion or resection corrected an average 
of 1° of squint. Resection and advance- 
ment of the medial rectus corrected 
12° of squint for each millimetre. 
Recession of the lateral rectus com- 
bined with resection and advancement 
of the medial rectus of the same eye 
corrected from 1°4° to 1:8° for each 
millimetre, the greater correction being 
obtained in the higher degrees of squint. 
The authors found that it was unneces- 
sary to differentiate between divergence 
excess and divergence excess plus con- 
vergence insufficiency in order to decide 
on the operative procedure. Retinal 
correspondence appears to have no 
bearing on the _ surgical result in 
divergent strabismus. 


Dicoumarol and Glaucoma. 


W. P. McGuire (American Journal of 
Ophthalmology, August, 1949) discusses 
the use of dicoumarol in cases of 
glaucoma in which there is a progres- 
sive loss of visual field in spite of 
successful lowering of tension. He 
states that it is thought that the pro- 
gressive loss of field is due to an 
irreversible vascular process which is 
set up while the tension is above 
normal. It would appear that the most 
reasonable explanation for the pro- 
gressive field changes in chronic simple 
glaucoma is the occurrence of arterio- 
sclerotic changes in the nutrient vessels 





LSS ee ee CULL lee 








ApRIL 1, 1950. 


THE MEDICAL JOURNAL OF AUSTRALIA. 


449 





of the optic nerve. These changes 
may involve slowing of the blood- 
stream, narrowing of the lumen of the 
vessels, formation of atheromatous 
plaques in the endothelium, and forma- 
tion of mural thrombi. The scheme of 
administration was 300 milligrammes 
of dicoumarol given by mouth and then, 
as a rule, 100 milligrammes daily. Pro- 
thrombin times were estimated daily, 
and the time was kept at thirty-five to 
forty-five seconds while the patient 
was in hospital. If there appears to be 
any danger of hemorrhages the pro- 
thrombin time can be reduced by the 
intramuscular injection of 50,000 units 
of penicillin; this has the advantage 
that the prothrombin time can be raised 
again by the use of dicoumarol, whereas 
if vitamin K is used the prothrombin 
time cannot be raised again for several 
days. The author reports nine cases 
in which he used dicoumarol, definite 
improvement occurring in the visual 
fields in six. In all these cases the 
tension had been reduced by operation, 
but the field changes had progressed. 





OTO-RHINO-LAR YNGOLOGY. 





Laryngectomy. 


Joun B. Ericu (Archives of Oto- 
laryngology, October, 1948) states that 
analysis of 568 cases of carcinoma of 
the larynx encountered at the Mayo 
Clinic during the period 1934-1943 
revealed that 48% of the patients had 
been treated by laryngectomy. The 
operative procedure as described is 
applicable only to intrinsic laryngeal 
carcinomata which do not extend up 
onto the epiglottis. All carcinomata at 
the clinic are graded according to 
Broder’s classification. Those of grades 
1, 2 and 3 which have not metastasized 
can be treated more successfully by 
operation than by irradiation. For 
grade 4 lesions irradiation is preferred 
unless the growth is very small and 
well localized. If the lesion is very 
active, laryngectomy rather’ than 
thyreotomy usually should be under- 
taken, whether or not there is fixation 
of the cord, because the extent of a 
high-grade growth is always uncertain. 
A surgical technique is described 
designed to promote rapid healing. 


Popper’s Operation for Otosclerosis. 


Rosert Lunp (Archives of Oto- 
laryngology, April, 1949) states that in 
the Lempert operation the ampulla of 
the lateral semi-circular canal and the 
cupola of the vestibule lie anteriorly 
in the operation field. This technique 
of Lempert is less suitable than one 
which provides a “square on” working 
field as may be obtained by going 
through the anterior wall of the meatus. 
The approach is made through a 
vertical incision anterior to the tragus, 
the latter structure together with the 
cartilaginous meatal wall being re- 
tracted backwards. The tympanic 
plate is then resected, so that a free 
view is obtained into the depths of 
the meatus and a “square on” field 
of the posterior wall and tympanic 
membrane. The author carefully pre- 
serves the meatal skin and periosteum 
from the meatal aspect of the tympanic 
plate in order to avoid subsequent 
stenosis of the meatus, which was 
found to occur in his earlier cases. 
As in Popper’s procedure, the author 
elevates a flap from the _ postero- 
superior meatal wall, continuous with 








the tympanic membrane at the incisura 


Rivini and about two millimetres 
posterior to the posterior tympanic 
spine. It is claimed that certain minor 


modifications of Popper’s flap may be 
made which also contribute to the 
prevention of stenosis. The attic wall 
covering the body of the incus is next 
removed with burr, chisel and punch. 
The incus is removed, and the cupola 
of the vestibule is brought to view 
with the facial canal distinctly evident 
below it. The vestibular cupola and 
ampullary end of the lateral semi- 
circular canal are then opened through 
a burr hole approximately 2°5 to 3:0 
millimetres long and 1°5 millimetres 
wide. The periostea] bone is smoothed 
down, as advocated by Shambaugh, to 
avoid osteogenesis. Continuous irriga- 
tion of the field with Ringer’s solution 
is carried on while drilling is being 
performed, but care must be taken to 
avoid suction near the fenestra, as the 
membranous labyrinth may readily be 
injured. In cases in which this accident 
did occur the vestibular function was 
abolished in part, but the acoustic part 
of the labyrinth was not affected. 
Finally the tympano-meatal flap is 
placed over the fenestra and is kept 
in place by “tamping” loosely with 
ribbon gauze soaked in Ringer’s solu- 
tion together with sulphathiazole and 
penicillin. This dressing is removed 
after six days; then gauze impregnated 
with sulphathiazole and penicillin is 
put in until the meatus is lined with 
skin throughout; this may take from 
two to five weeks. Although the author 
was apprehensive lest the cell system 
of the mastoid might become infected, 
X-ray films taken to detect this revealed 
slight dimness of the cells in only two 
of 38 cases. The author and his col- 
leagues have operated on 90 patients, 
using Popper’s method. Of 30 patients 
examined six months or more after 
operation, improved hearing remained 
in 22, although it was not always pos- 
sible to demonstrate a continuing 
positive result from the fistula test in 
every case. 


Penicillin in Otitis Media. 


N. GREBELIUS AND A. SJOBERG (The 
Journal of Laryngology and Otology, 
May, 1949) state that during 1948 a 
series of 366 patients with acute otitis 
media were treated with penicillin at 
the Sahlgrensko Hospital in Gothen- 
berg, and they compare the results 
with those for a group of 329 patients 
treated in 1943 before penicillin was 
available. Hemolytic streptococci were 
the commonest organisms in each 
group, and 91-6% of the bacteria groups 
were sensitive to penicillin. Penicillin 
treatment was given in doses of 15,000 
units to 100,000 units, proportionately 
to the age of the patient, three or more 
times daily. Treatment was instituted 
as soon as the patients had been taken 
into hospital and in simple cases was 
stopped after the ear had been dry for 
two or three days. The average length 
of stay in hospital for penicillin- 
treated patients was 11°9 days and for 
those in the earlier series 17:0 days. 
Of this earlier series some were treated 
with sulphonamides, and these averaged 
146 days in hospital. The remainder, 
who had no chemotherapy, were in 
hospital for an average of 20 days. 
With penicillin treatment secretion 
ceased after an average time of 8-0 
days, with sulphonamide treatment the 
time was 12:7 days, and without chemo- 
therapy it was 15°9 days. With peni- 
cillin treatment the blood sedimentation 





rate decreased on an average of 32-2 
millimetres in one week, whereas in the 
earlier series the decrease was only 
6°8 millimetres in one week. Relapses 
after penicillin treatment were rather 
frequent, involving 16°1% of the cases. 
It is stressed, however, that of 59 cases 
of relapse, 50 were among the patients 
in the age group from birth to three 
years, a period when relapse is 
relatively common in any case. The 
number of cases in which mastoidec- 
tomy was required declined strikingly 
in 1948 when penicillin was employed. 


Acute Aero-Otitis Media. 

B. C. TROUBRIDGE (Archives of Oto- 
laryngology, September, 1949) states 
that imadequate ventilation of the 
middle ear during ascent or descent in 
flight is the reason for development of 
acute aero-otitis media. Between an 
altitude of 5000 feet and one of 1000 
feet there is a pressure difference of 
100 millimetres of mercury. Inadequate 
ventilation of the middle ear results 
from inability to open the Eustachian 
tube voluntarily. Infections of the 
upper respiratory tract are a common 
cause of Eustachian stenosis. The 
diagnosis is suggested when pain in 
the ear occurring during descent in a 
recent flight is reported. A partial 
vacuum is produced in the middle ear 
resulting in vascular engorgement and 
exudation of fluid. From partial entry 
of air, bubbles are produced. The 
process of resolution is dependent upon 
early absorption or removal of the 
fluid. Under the usual conservative 
treatment absorption of fluid takes 
seven to twenty-one days. During 
this period resumption of flying is not 
recommended. There is reason for 
attempting to hasten the process of 
recovery. Owing to the fear of infec- 
tion myringotomy has not been used. 
By tympanic aspiration of the secre- 
tions, relief of discomfort is almost 
instantaneous, and the period of con- 
valescence may be shortened to four 
days. A fine tuberculin syringe and 
needle is used, through a magnifying 
otoscope, to pierce the tympanic mem- 
brane just below and posterior to the 
umbo. About four minims of fluid are 
usually withdrawn. Cocaine 10% in 
aniline oil is used for surface anges- 
thesia of the membrane. The fluid has 
been found to be sterile, Early 
resumption of flying is possible after 
this procedure, as the minute perfora- 
tion acts as a safety valve for the 
restoration and maintenance of normal 
intratympanic pressure. The removal 
of secretions prevents their organiza- 
tion into adhesions which might pro- 
duce later deafness. 


Chorda Tympani Nerve Graft. 


SAMUEL Rosen (Archives of Oto- 
laryngology, September, 1949) states 
that a loop formed of the exposed 
chorda tympani nerve is used to cover 
the membranous labyrinth and shield 
it from direct contact with the 
traumatized tympano-meatal flap, after 
fenestration of the horizontal semi- 
circular canal as described by Lempert. 
None of the patients subjected to this 
procedure has experienced loss in the 
sense of taste. Follow-up observations 
are reported on five patients operated 
upon one year previously. There seemed 
to be earlier post-operative recovery 
of hearing with this method and sub- 
stantially better average hearing levels 
than hitherto reported. Because of 
the small size of the series the con- 
clusions must be regarded as tentative. 
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FORMATION OF SPECIAL GROUP ON AVIATION MEDICINE. 
FOLLOWING approval by the Federal Council for the for- 
mation of a Special Group on Aviation Medicine, a meeting 
was convened by the sponsors on November 25, 1949, at the 

Medical Society Hall, 426 Albert Street, East Melbourne. 


Arr CommoporE E. A. DaLey, who was voted to take the 
chair, outlined the events leading up to the convention of 
the meeting. Active interest in aviation medicine was 
continuing in this country and the group would serve as 
a forum for discussion. After conference with the Secretary 
of the Victorian Branch of the British Medical Association 
it had seemed desirable to the sponsors to proceed with the 
formation of the group initially in Victoria. 

The following office-bearers were elected: Chairman: Air 
Commodore E. A. Daley; Secretary: Dr. J. C. Lane; 
Treasurer: Dr. W. D. Counsell. 

A committee comprising the three office-bearers and Dr. 
E. H. Anderson and Dr. S. Parle, was appointed to 
formulate by-laws of the group for submission to the next 
meeting. It was decided that those present at the meeting 
should be regarded as “foundation members” of the group. 


HEARING DEFECTS IN PROFESSIONAL AIRMEN. 


Dr. J. C. Lange read a paper on “Hearing Defects in 
Professional Airmen”. He said that the International Civil 
Aviation Organization medical requirements, which Australia 
had adopted in 1947, defined the hearing standards in terms 
of losses measured by pure tone audiometry. The frequencies 
used at present were 250, 500, 1000, 2000 and 4000 cycles 
per second. The standards more recently proposed, but 
not yet adopted, omitted 250, and the highest frequency was 
3000 instead of 4000. Since nine-tenths of professional 
airmen had their medical examinations in five capital cities 
where the Department of Health had set up Acoustic Labora- 
tories, application of the International Civil Aviation Organi- 
zation standards was a practical proposition. 

To see what would be the result of the application of the 
standards, 479 airmen, including 274 airline pilots, had been 
given hearing tests in Sydney in the six months from 
August, 1947, to January, 1948. The audiograms were 
carried out under the direction of Mr. N. E. Murray, of the 
Acoustic Laboratory, on carefully calibrated equipment. 
This large sample comprised about one-third of the total 
professional airman population of the country and there 
was no reason to believe that this group had had any 
special protection from aircraft noise. 

If a hearing loss at any frequency exceeding 20 decibels 
was taken to be significant, 86, or 18%, of the sample had a 
significant hearing defect; but 35 (8°2%) showed a signifi- 
cant loss at 4000 cycles only. 

There were four International Civil Aviation Organization 
standards corresponding to four degrees of defect, standard 
one being the highest and corresponding to not more than 
20 decibels loss at any frequency. Airline pilots were 
normally required to meet standard one, but specially 
experienced pilots were acceptable at standard two. If all 
questions of experience were resolved in favour of the pilot, 
17 professional airmen (15 airline pilots) would fail to meet 
the minimum standards. 

Because of the phenomenon of recruitment under con- 

ditions of noise and in order to relate the standards to the 
practical situation in which pilots made use of their hearing, 
it was important to develop a standardized word test with 
a complex noise background to decide these cases. The 
“whispered voice test” at 20 feet at present used was 
unrelated to the results of audiometric testing, since only 
two failed out of the 86 with a significant degree of hearing 
loss. 
Apart from disease (there were only five in the hearing 
loss group who had a history of middle ear infection), 
it could be taken that there were two factors likely to 
cause deafness in airmen—increasing age and exposure to 
noise. It had been generally accepted that loss of hearing 
was an accompaniment of the aging process and there was 
a good deal of evidence to support this. It was also known 
that certain people became deaf after exposure to high 
noise levels, and since noise levels of the order of 100 decibels 
were the rule in cockpits of aircraft, it had been generally 
accepted that deafness was a sort of occupational risk in 
airmen. One might therefore expect a relation between 
degree or incidence of deafness and length of exposure to 
aircraft noise, in other words, to total flying hours. 

If the ordinal niumber of the International Civil Aviation 
Organization hearing standard was treated as a variate and 


the effect of the association between flying hours and age 

(r = 0°69) was eliminated by the method of partial correla- 

tion, it could be shown that there was a small but significant 

relation between age and hearing defect (r = 0°13) but not 
- between total flying hours and hearing defect (r = 0-029). 

This was an unexpected finding and might be due to two 
possibilities—first that there was very little occupational 
deafness, the observed defects being due to the aging 
process only; or second, that those who became affected by 
traumatic deafness did so very early in their flying careers, 
with little subsequent deterioration. Further study was 
necessary to elucidate this problem, but it seemed that the 
medical profession had been over-anxious about deafness of 
occupational origin in pilots. 

Dr. N. E. H. Box recalled that early investigations had 
been done on pilots who flew open cockpit aircraft. He 
wondered if the noise levels in present-day aircraft were 
not substantially lower. He thought it was important to 
insist on the highest standards for entrants to a career in 
flying and considered that measurement of the higher 
frequencies was useful for prediction of subsequent deafness. 
Entrants could then be advised if they were likely to become 
deaf later in their careers. 

Dr. E. H. ANDERSON stated that the findings presented 
were different from those previously reported from 
overseas. He asked whether it was possible to separate 
the ex-pilots of the Air Force from those who had always 
flown in airlines. He felt that the more regular hours in 
civil flying, with rests in between flights, would allow 
recovery from transient deafness. The risk of deafness 
was a source of worry to airline pilots. 

Dr. T. MILLaR suggested that possibly local noise levels to 
which pilots were exposed were below that leading to 
cochlear damage. He recalled that there had been a good 
deal of deafness in Army and groundstaff people which was 
neurogenic. ‘ 

Dr. F. S. PaRtE asked whether there was any difference 
in incidence of hearing defect between ex-pilots of the 
Air Force and civil pilots because the noise level in military 
aircraft was generally found to be higher than in civil 
transports. He mentioned bursts of noise on the radio as 
a possible source of trauma. 

AiR ComMoporE E. A. Datey referred to recent English 
work in which serial audiograms had failed to show any 
increased deafness with increased flying hours. 

Dr. Lane, in reply, agreed that it was important to 
eliminate those with significant defects at original examina- 
tion in the hope of minimizing the number who would 
subsequently develop hearing defects. The audiograms 
were as much of prognostic value to pilots themselves as 
to the licensing authority. It had been hoped to compare 
and contrast the ex-pilot group of the Air Force with the 
civil group, but there were very large differences between 
the two, both in the distribution of flying hours and in age. 
He thought that professional pilots worried unduly about 
their regular medical examinations and factual information 
such as was now being obtained would help towards dis- 
pelling this unwarranted anxiety. 
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Hospitals. 








REPATRIATION GENERAL HOSPITAL, CONCORD. 





THE second class of medical students was enrolled at the 
Repatriation General Hospital, Concord, New South Wales, 
on March 9, 1950. The commencement address, which was 
prepared by the Minister for Repatriation, Senator the 
Honourable Walter J. Cooper, M.B.E., was read in the 
Minister’s unavoidable absence by the Deputy Commissioner 
for Repatriation, Mr. R. W. Carswell. 

In his address Senator Cooper stated that they found 
themselves that day in an institution devoted to men and 
women whose physical and mental well-being had suffered 
from the ravages of injury and disease. It was the function 
of the institution to assist those people to regain their 
vigour and to return to a normal daily life. Because 
institutional care itself interfered with their domestic and 
social affairs, as well as their earning capacity in their 
vocation, time was of importance to most of them. It was 
apparent then that a great responsibility devolved upon the 
doctors into whose care they came, both as to the success 
of treatment and the length of time which would be taken 





to attain the aim of fitness for employment and for living 
within any limits which might be imposed by the nature of 
the disability which was present. 
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Senator Cooper went on to point out that before any 
planned treatment could be undertaken, or any reliable 
prognostication could be made, the nature of the disability 
which had led the patient to place himself in the hands of 
the doctor had to be recognized. That recognition or, in 
other words, diagnosis, might reasonably be taken as 
Senator Cooper’s theme in addressing them on that important 
occasion, important to each one of them because it meant 
that there and then they took up afresh their course of 
study and activity as a further step towards the goal of 
graduation. Diagnosis was the art of distinguishing good 
health from ill health, and one disease from another. It 
must be based essentially on the clinical features of disease. 
It might be definitive or tentative, and depended on the 
recognition of signs and symptoms by the doctor, and the 
actions which he took to investigate them and to check them 
by such tests as were available to him. Diagnosis was 
essentially the basis of all medical practice. The Repatriation 
General Hospital, in which they met that day, placed 
particular stress on diagnosis, and the actions taken there 
were typical of the procedures which existed throughout 
the Repatriation Medical Service, which extended to all 
States of the Commonwealth. The injuries and diseases 
arising out of war service were in no way different from 
those encountered in civil practice in respect of their 
diagnosis and treatment. Certain conditions would be met 
in the Repatriation General Hospital which were found 
but rarely in civil general hospitals. 


When any patient saw a doctor, whether it was in private 
practice or in a hospital, it was first necessary for the doctor 
to glean information from the patient as to the nature of 
the symptoms which were an indication of ill health. The 
history of ill health might extend over many years, and 
social and employment factors might have played a large 
part in the production of symptoms; therefore, those factors 
had an equal place in providing the complete picture of 
illness. In the repatriation branch of public administration, 
a detailed social and clinical history was a necessity. When 
an administrative body had certain functions and perhaps 
limitations imposed upon it by law, the factor of exactness 
must be given its due place in the actions which were 
taken. That was exemplified in the powers which were 
vested in the Repatriation Commission by the regulations 
under the Australian Soldiers’ Repatriation Act, which 
included the grant of medical treatment to men and women 
who were members of the forces of the 1914 and 1939 wars 
and who had a physical or mental incapacity related to 
their war service. Definitive diagnosis, therefore, became 
of major significance as an administrative matter in deter- 
mining the eligibility of the patient for treatment. The 
history of the illness and an exact diagnosis were all- 
important to the determining authority. 


Amputations consequent upon injuries from the guns, 
bombs or rifles of the enemy needed no discussion as to 
their attributability to war service, but when a man or 
woman complained of ill health, it was obvious that, quite 
apart from the necessities of treatment, the nature of any 
disease process should be identified expeditiously so that it 
could be decided whether it was ascribable to war service. 
That meant that all probabilities and possible causes must 
be explored, and that the assistance of diagnostic aids must 
be sought. Such aids were not short cuts, but provided 
scientific and well-founded data obtained by specialists in 
their spheres which, when considered in the light of the 
history and clinical picture, would lead to a sound diagnosis. 
Into the hands of those expert specialists who utilized 
physical agents, new and improved mechanisms were 
constantly being placed. Each year they found further 
progress in the application of physical methods which 
could assist in the arrival at a definitive diagnosis, and 
those were applied by the expert specialists to assist those 
doctors who were responsible for the treatment of the 
individual. Diagnosis, therefore, became a matter of team- 
work. While the individual skill of each member of the team 
must be great, the assembly and interpretation of all the 
data required perspicacity, study and experience. In 
tuberculosis, the importance of each of the members of the 
diagnostic team was clearly portrayed, for the radiologist, 
bacteriologist, pathologist and clinician were all dependent 
upon one another for their information and, without the 
complete team, each might provide false clues. It was only 
as a result of the correlation of all the observations by 
those members that a diagnosis of pulmonary tuberculosis 
might be made, with its resultant legal, social and financial 
implications. Diagnosis remained the fundamental pre- 
requisite in determining treatment, as it was in determining 
attributability to war service. 


Senator Cooper stated that, to his mind, the doctor must 
retain the critical observer function of diagnostician through- 





out the entire period of treatment, and asked that he might 
refer in particular to one example of the need for that 
critical function. The man or woman who had had a limb 
amputated still required careful assessment from time to 
time of the type of mechanical aid which he or she might 
require. That would depend on factors which might vary, 
such as the nature of the stump and the work which the 
mechanical aid might be required to perform. Without the 
complete knowledge provided by a study of the condition of 
the limb stump and the economic and social circumstances, 
and the environment in which the patient was to use the 
aid, it might well be impossible to prescribe the most efficient 
type of mechanical apparatus for the particular circum- 
stances. Senator Cooper would consider that such critical 
appraisal of all factors, in other words, diagnosis, must 
pervade all the aspects of treatment of any patient. At the 
present day they thought of men like Pasteur, who had died 
only fifty-five years before, and they recalled that twenty- 
seven years previously Réntgen still lived. Those and other 
men of note had contributed techniques of considerable value 
in assisting diagnosticians, and today men were still devising 
new methods and augmenting those in existence. Medicine 
was progressing, and, in view of the manner of men who 
undertook its practice, would continue to progress so that 
humanity might benefit from their research, wisdom and 
zeal. Some of those listening would play a part in for- 
warding the progress of pure science as applied to medicine, 
others might favour the fields of general practice, medicine 
or surgery, but in whatever ambit their objectives might lie, 
it could be said that their chosen profession was one which 
had the respect of their fellow men and one in which they 
would be able to do much to assist the community in which 
they lived. 

Senator Cooper stated, in conclusion, that it was with 
pride that he, as Minister for Repatriation and, on that 
occasion, the spokesman of the Government, said that the 
facilities of the Repatriation General Hospital at Concord 
provided the students with every opportunity to learn by 
experience the art of diagnosis and of the treatment of 
disease processes. 

The Board of Medical Studies would consistently watch 
over their welfare, and Senator Cooper congratulated them 
on the splendid array of talent which was available to them 
among their teachers who would become their guides and 
friends. Relatively speaking, not many years earlier 
those teachers had been students; since then, every one of 
them had served his country in war and had been true to 
himself, to his profession and to his nation. Their knowledge 
in their respective spheres of medicine was being made 
available by them to the students. It was for the students to 
benefit by the wisdom which was their teachers’. 





Special Correspondence. 





NEW ZEALAND LETTER. 





From Our SPECIAL CORRESPONDENT. 





THE biennial conference of the New Zealand Branch of 
the British Medical Association was held in fine weather 
in Wellington from February 14 to 17, 1950, under the 
presidency of E. H. M. Luke, C.M.G., F.R.C.S. (Edin.), of 
Wellington. There was an enjoyable programme of social 
and sporting events, including a dinner and ball. Each 
day combined and sectional meetings were held in Victoria 
University College. The chief professional subjects were 
congenital heart disease, ameebiasis, cancer of the breast, 
the fenestration operation, aviation medicine, hypertension, 
hiatus hernia, gastric surgery, carcinoma of the cervix, the 
anticoagulants, and medico-legal problems. 

Special addresses were given by Mr. Arthur Porritt, C.B.E., 
of London, in memory of New Zealand medical men lost in 
war, and by Dr. R. S. Aitken, Vice-Chancellor of Otago 
University, on “Standards in Medicine”. This was a valuable 
and critical survey, with an eye to the future, of possible 
methods of raising and maintaining standards in practice. 
Mr. Porritt also participated in the discussion on gastric 
surgery. The President’s address was on “The Doctor and 
the Patient in 1950”, and dealt with contemporary modes in 
practice. The Minister of Health, the Honourable J. T. Watts, 
addressed the conference on the same occasion. Both the 
Minister and high officers of the British Medical Association 
expressed readiness to cooperate towards the common good 
during necessary revision of social security legislation in 
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the future. The usual business meetings of the Branch and 
of the various associated societies were held. 


New Principal for Auckland University College. 


Mr. Kenneth J. Maidment, formerly of Merton College, 
Oxford, has arrived and taken up duty as first Principal of 
Auckland University College. His colleagues in the other 
three centres have already assumed office, and joined the 
Senate. Mr. Maidment begins at a time of lively discussion 
of university policy in general and in New Zealand in 
particular, and his guidance will be greatly sought and 
valued. The college has badly outgrown its site and 
buildings (in 25 years only), and eyes are cast towards 
Tamaki, five miles from the centre of the city, where an 
empty site of 120 acres has been acquired. No definite plans 
» FO woman have been made, but there are distinct pos- 
s les. 


= 
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Correspondence, 








ANIMAL AND PLANT KINSHIP. 





Sir: In the editorial of your issue of February 25, 1950, 
attention is directed to the many affinities between plant and 
animal and to the problems raised by the existence in plants 
of chemical substances which have powerful actions on 
animals. Mention might have been made of hemoglobin, 
which has been shown to occur in certain plant nodules 
endowed with the faculty of nitrogen fixation (see THE 
MEDICAL JOURNAL OF AUSTRALIA, October 29, 1949). More 
striking still is the presence in plants of cestrogen, which 
was first demonstrated by Loewe and Spohr in 1926, but 
which then failed to arouse much comment. It will be 
remembered how the disastrous effects on grazing animals 
of cstrogen in clovers reported by Bennetts (1944) and 
Bennetts, Underwood and Shier (1946) in Western Australia 
made so deep an impression throughout the world. At a 
meeting of the Biochemical Society held in London on 
January 21 of this year a communication was read entitled 
“The Seasonal and Species Distribution of C£strogen in 
British Pasture Plants’. One remarkable conclusion was 
that cestrogen in the plant is associated with the repro- 
ductive process; spring grass, which has a high cstrogen 
content, is followed by flowering, whereas autumnal growth, 
which does not precede reproduction, has a very low 
cestrogen concentration. On the other hand certain clovers 
which blossom throughout summer and autumn maintain 
a relatively high content of this hormone. 

Yours, etc., 
The Hall, W. A. OSBORNE. 
Kangaroo Ground, 
Victoria. 
March 8, 1950. 





THE METHOD OF SPREAD OF ANTERIOR 
POLIOMYELITIS. 





Sir: If the means by which anterior poliomyelitis is 
conveyed from one person to another could be discovered, 
one of the final stages in the capitulation of this dread 
disease to those who seek to conquer it would be reached. 


To the members of the Australian Orthopedic Association, 
who, at the instigation of Dr. John Hoets, during his term 
of presidency, have pondered the question, it seems that 
Australia presents unique opportunities for investigation 
into this particular aspect of the disease. 

This is essentially a country of scattered communities, 
large and small. In respect of the latter, and particularly 
of those which are more isolated, it is reasonable to expect 
that the track of the disease, should it gain entry to such 
a one, will stand out more plainly than in the case of 
crowded communities in closely settled countries where 
the traces criss-cross to obliterate themselves and confuse 
the observer. The notable study carried out in South Aus- 
tralia by Southcott and Crosby, in collaboration with 
Stenhouse, was based largely on this concept. 

It had, however, one serious defect in its planning. It 
relegated to a very subsidiary role what in the opinion of 
the Council of the Australian Orthopedic Association should 
have been the spearhead in the ranks of the attackers, 
namely, the general practitioner. One is filled with admira- 
tion at the carefully worked out details of the South Aus- 
tralian plan of campaign, but had the first approach, the 





actual field work, been allotted to the medical men on the 
spot, surely the results would have been more valuable. 
Deductions made from data obtained from unskilled 
observers are less reliable than those drawn personally and 
directly by trained minds working amongst the affected 
patients. 

The Council of the Australian Orthopedic Association 
would beg you, therefore, to seek the active help and 
cooperation of al] medical practitioners, especially those 
with country practices, in the attempt to solve this particular 
mystery—the method of spread of anterior poliomyelitis. 
It is a stimulating thought that the secret which has so 
far eluded all attempts to unravel it, may yield itself to an 
Australian medical practitioner working on his daily round 
of duty. 

It would appear necessary to establish some central 
bureau where opinions, information and deductions could 
be examined and correlated, and by means of which 
observers could exchange their views and check each other’s 
findings. Surely the establishment of such a piece of 
machinery is well within the scope of the British Medical 
Association. 

Yours, etc., 
D. J. Gutissan, M.B., F.R.A.CS., 
President, Australian Orthopedic 
Association. 
143 Macquarie Street, 
Sydney, 
January 31, 1950. 





ARACHNODACTYLY OR MARFAN’S SYNDROME. 





Sm: I would like to thank Professor Lambie, Dr. K. E. 
Shellshear and J. L. Shellshear for their interesting and 
stimulating paper on arachnodactyly (THe MepicaL JOURNAL 
oF AUSTRALIA, February 18, 1950). 

The authors wondered whether patients exhibiting only 
dislocated lenses or cardiac abnormalities should sometimes 
be considered as an incomplete form of the syndrome, and 
whether the presence of elongated fingers and toes is 
essential. The association of dislocated lenses and arachno- 
dactyly is so definite that if an oculist should have a patient 
presenting with symptoms due to dislocated lenses other 
manifestations of arachnodactyly should be sought. 

Mrs. I.G., aged forty-five years, attended a London 
ophthalmic hospital with acute left glaucoma. She was 
admitted to hospital and the house surgeon performed a 
basal iridectomy. During convalescence she developed acute 
right glaucoma and a similar operation was performed. 
Some days later both lenses were found to be slightly 
dislocated—the right downwards and the left horizontally. 
The dislocations had become obvious due to the operative 
colobomata of the irides. The house surgeon was full of 
remorse as he thought he had damaged the suspensory 
ligaments at operation. As this was most unlikely, the 
possibility of arachnodactyly was considered. The woman’s 
height was five feet nine and a half inches and her hands 
and feet appeared normal (size five and a half shoes). 
However, she had the rather glum and characteristic facial 
appearance seen in arachnodactyly. I had no doubt that 
she had incomplete manifestations of the syndrome, that 
prior to operation she had dislocated lenses and that the 
dislocations were the cause of the attacks of acute glaucoma. 
She had an elder brother and sister who developed dislocated 
lenses between the ages of forty-five and forty-six, but they 
had not suffered from glaucoma. Unfortunately, in the busy 
clinic no further confirmatory examinations were made, but 
previously I had seen several patients with the ocular com- 
plications of arachnodactyly. 

In another interesting syndrome, myotonia dystrophica, 
among members of an affected sibship there may be some 
with characteristic cataracts but no muscular weakness. If 
a person had bilateral cataracts of a particular type and a 
suitable facies, I would diagnose “myotonic cataracts” in the 
absence of a myotonic grip. The facies of arachnodactyly is 
often recognizable, too, and so I had no compunction in 
diagnosing arachnodactyly in the absence of spider hands 
and feet. 

In considering syndromes of developmental abnormalities, 
surely the conception of Scammon involving the four 
different types of growth must not be taken too literally; 
otherwise great difficulties will occur. In the same way the 
germ-layer hypothesis cannot withstand pressure. Many 
writers have found difficulty in reconciling the mesodermal 
defects of arachnodactyly with the weakness of the sus- 
pensory ligament of the lens when embryologists declare 
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that the zonule is of ectodermal origin. If detailed examina- 
tions are made of patients exhibiting almost any syndrome 
due to developmental abnormalities, rarely will defects be 
confined to any one germ layer. 

The time factor appears to be very important. The 
Australian investigations into embryonic defects due to 
maternal rubella illustrate this so concisely. The manner 
in which some inherited defects may be duplicated by 
environmental disturbances indicates the importance of 
disordered metabolism at specific times—in the former case 
possibly by the occurrence of a defective enzyme or sub- 
strate, in the latter by chemical interference with the same 
reaction at the appropriate time. In most syndromes the 
germ layers and growth types afford no boundaries and 
diverse organs or tissues are involved. 

Yours, etc., 

82 Collins Street, Ronatp F. Lowe. 
Melbourne, 

February 25, 1950. 





A MORE REALISTIC VIEW OF TUBERCULOSIS. 





Sir: Dr. B. Short’s letter in the journal of February 18, 
1950, is very much to the point. Could I be allowed a few 
lines to describe a disaster in my practice? For obvious 
reasons I shall be unable to sign my name or indicate the 
State of the Commonwealth where this has occurred. 

A patient and friend of mine had been in apparent 
excellent health since the 1914-1918 war. He held a very 
prominent position in the community. His home life was 
happy. He was a business and social success. Eighteen 
months ago in a routine check by a government department, 
a shadow was found in his lung fields. Seen privately by 
a prominent physician and a very experienced radiologist, 
the lesion was pronounced harmless, old, cured, fibrotic. He 
had in all probability met and overcome his tubercle 
infection many years ago. There were no signs or symptoms 
in any way indicating activity. 

However, the government department insisted on many 
months’ bed rest, in spite of the fact that all further 
investigations remained quite negative. Though he could 
produce no “sputum”, numerous checks of the “mucous 
phlegm” most smokers can cough up were negative. He 
was subjected to blood sedimentation rates and gastric 
lavages—all to no effect. 

But there was a dramatic and abrupt alteration in his 
personality from the day he was ordered into a sanatorium. 
He is now a confirmed and hopeless neurotic, with self-pity 
dominating the picture. His home life is ruined. His 
business life is probably finished. He is viewed from a 
distance and with some fear by former “friends”. I think 
he will never readjust himself, although his physical health 
is still quite as robust as before treatment. 

His tragedy not only exemplifies what so often happens 
to the unfortunate who throws a “shadow” and is treated as 
an X-ray picture, not a patient, by over-enthusiastic and 
perhaps inexperienced medicos, but also the menace to the 
pecarsted should the Government get complete control of 
medicine. 


As before mentioned, it is obvious that I remain 
anonymous. 

Yours, etc., 
Undated. “COMMON SENSE.” 





FACIAL PARALYSIS: A CLINICAL CLASSIFICATION. 





Sir: The stimulating article by Dr. J. Parkes Findlay 
en facial paralysis in THE MEDICAL JOURNAL OF AUSTRALIA of 
February 11, 1950, has caused us to go over the records of 
the last 80 cases treated by us in private practice. In this 
series there were only two traumatic cases, and two others 

-in which herpes was present. Complete recovery in our 
series was obtained in 85% of cases under sixty years of 
age, but in cases over sixty the figure was. only 33%. 

Dr. Findlay states that the 80% of his cases showing 
recovery were herpes and neuritic types, so that the other 
20% were apparently vascular or traumatic. In our series, 
traumatic cases were only a fraction; therefore, according 
to his views, our failures were of the vascular type. This 
type, he states, is characterized by sudden and severe pain. 
In our experience, sudden and severe pain was rare. On 
the other hand, slight earache was present for one to two 
days before the onset of paralysis in 20% of cases. There 
‘was, however, no significant difference in the recovery rate 





whether the cases had mild pain or none. In other words, 
it is difficult, on our experience, to ascribe many cases as 
due to vascular type if, as he states, the characteristic of 
these is severe pain. 

However, the presence or absence of pain did not appear 
to guide us as to prognosis. The one indication did seem 
to be that recovery was much less likely in cases over sixty 
years of age. Focal sepsis, in our experience, far from being 
common, was rare. We feel that most cases are probably 
due to a virus infection, whether or not herpes is manifested. 

We agree with the use of splinting and massage, but also 
feel that reeducation exercises are important. Some of us 
also feel that the use of short-wave therapy in acute cases 
does help, but this is perhaps open to some dispute. We 
do, however, feel that electrical stimulation is valuable. As 
in any other lower motor-neuron lesion, it is important to 
maintain a good tone in the muscles while nerve regenera- 
tion is taking place. Moreover, stimulation is a valuable 
adjunct in reeducation of the muscles. 

Faradic stimulation is unnecessary, since, with normal 
reactions, there is usually some voluntary power; and the 
patient himself can exercise his muscles. Where reaction 
of degeneration is present, faradic stimulation is usually not 
an effective stimulus; and galvanic stimulation is essential, 
and is the method we employ. 

Excessive stimulation is, of course, to be deprecated; but 
this is a fault of technique and not of method. As regards 
electrical reactions, even though Dr. Findlay is supported 
in his views by other opinions, we do not feel quite so 
pessimistic. It is true that reaction of degeneration indicates 
a guarded prognosis, nevertheless it is by no means hopeless. 
We have often seen cases showing partial reaction of 
degeneration recover completely within a month or so; and 
we have seen a few cases with complete reaction of degenera- 
tion which have completely recovered in a few months. 

We are very appreciative of Dr. Findlay’s article, and it 
has certainly stimulated us to further follow up this 
interesting condition. 


Yours, etc., 
FRANK May, 
LeicH T. WEDLICK. 


Melbourne, 
March 1, 1950. 





POLIOMYELITIS AND TONSIL AND ADENOID 
OPERATIONS. 





Sir: All will be grateful to Professor Lorimer Dods for 
his attempt to throw some more convincing light upon the 
question of risk of poliomyelitis following tonsil and adenoid 
operations. It is because of the fact that much dis- 
organization of other not unimportant health work is brought 
about by this belief of danger that one wishes to see the 
matter clarified. While it would be simply “burying one’s 
head in the sand” to take no note at all of the figures pub- 
lished by various writers, nevertheless, these figures do 
reveal that the incidence of poliomyelitis in post-tonsil- 
lectomy cases is in any case extremely small. Cunning, 
after an extensive study, did report as Professor Dods quotes 
him: “I am more than ever convinced that there is no 
causal relationship between the two and that when a bulbar 
poliomyelitis follows a tonsillectomy it is coincidental.” 


One could further dissect and criticize the reverse con- 
clusiens of Harold Faber as quoted by Professor Dods. I 
do not propose to do that. For the present, in practically 
every hospital and in most of our private work, the dis- 
organization caused by this theory has been accepted in 
relation to the current mild epidemic of poliomyelitis in 
New South Wales. One is concerned, however, for the 
future, as we seem to have epidemics of poliomyelitis, or 
at least rumours of such, nearly every year, yet in a large 
number of the children listed for nose and throat operations 
quite serious disabilities either already exist or threaten to 
advance or to become chronically established unless the 
tonsils and adenoids are removed. Why cannot we have 
some figures of our own? Perhaps now that we have a 
Chair of Child Health at the University of Sydney, that 
department will order the necessary inquiry, which I suggest 
should answer the three questions which I submitted in my 
letter of February 2, namely: 

1. Of the total patients suffering from poliomyelitis whose 
infections were notified and finally diagnosed, how many 
had recently had nose or throat operations? 

2. Of the patients operated on for nose and throat con- 
ditions during periods when poliomyelitis was unusualiy 
prevalent, how many developed poliomyelitis within thirty 
days of the operation, and how many had a bulbar form? 
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3. Of the total number of patients developing the bulbar 
form, how many had had recent nose and throat operations, 
and how many had not? 

I should be grateful indeed if Professor Dods would 
initiate this inquiry. It should be possible to gain quite a 
lot of information through the notifications made to the 
various boards of health throughout the Commonwealth 
during the past five years, or even longer, through a 
questionnaire to parents or relatives. For the future a 
definite plan of inquiry should be initiated. 

Yours, etc., 

135 Macquarie Street, D. G. CARRUTHERS. 
Sydney, 

March 16, 1950. 


—— 
<Q 


JPost-Oraduate TGork, 


THE POST-GRADUATE COMMITTEE IN MEDICINE 
IN THE UNIVERSITY OF SYDNEY. 








Week-End Course at Wagga Wagga. 


THE Post-Graduate Committee in Medicine in the 
University of Sydney announces that a week-end course 
will be held at the Wagga Wagga Base Hospital, in con- 
junction with the Southern Districts Medical Association, 
on Saturday and Sunday, April 15 and 16, 1950. The pro- 
gramme is as follows. . 


Saturday, April 15: 2 p.m., registration; 2.30 p.m., “Gastro- 
Csophageal Surgery”, Dr. Francis Rundle; 4 p.m., “Changing 
Concepts of Disease”, Dr. T. M. Greenaway. 

Sunday, April 16: 10 am. “Juvenile Rheumatism”, 
Professor Lorimer Dods; 11.30 a.m., “Vascular Surgery”, Dr. 
Francis Rundle; 2 p.m., “Headache”, Dr. T. M. Greenaway; 
ed p.m., “Recent Trends in Peediatrics”, Professor Lorimer 

s. 

The fee for attendance is £2 2s. Those wishing to attend 
are requested to notify Dr. L. E. Goldsmith, Honorary 
Secretary, Southern Districts Medical Association, 51 
Gurwood Street, Wagga Wagga, as soon as possible. 


Course for the Diploma in Anzsthesia. 


The Post-Graduate Committee in Medicine in the 
University of Sydney announces that, provided a sufficient 
number of candidates is offering, a course suitable for 
candidates for the diploma in anesthesia will begin on 
June 19, 1950, for a period of six months. The fee for 
attendance will be £31 10s., and those wishing to enrol are 
requested to communicate with the Course Secretary, The 
Post-Graduate Committee in Medicine, 131 Macquarie Street, 
Sydney, as soon as possible. 


Course for the Diploma in Dermatological Medicine. 


The next course for candidates for the diploma in 
dermatological medicine, Part I, will begin on June 19, 
1950, for a period of twelve weeks. Provided a minimum 
number of five candidates is offering, a Part II course 
will begin on September 25 and continue until March, 1951, 
prior to examinations in April-May. Those wishing to attend 
either the Part I or the Part II course are requested to 
communicate with the Course Secretary at an early date. 


<i 
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JOSEPH FOREMAN. 





WE are indebted to Dr. H. H. Schlink for the following 
appreciation of the late Dr. Joseph Foreman. 


After a brief illness, Mr. Joseph Foreman, L.S.A. (London), 
1873, L.etL.M., R.C.P. (Edinburgh), 1874, M.R.C.S. (England), 
hy F.R.A.C.S., 1927, died at Sydney on Sunday, January 15, 
1950. 

By his death both citizens and the medical profession 
have suffered a great loss and another link with old Sydney 
has been swept away. Mr. Foreman was in his hundredth 
year. He was born on August 23, 1850, at Wigan in Lan- 
cashire, England, of medical parentage, and qualified from 
Guy’s Hospital, London, in 1873. Soon after qualification 
he went as a medical officer to the Ashanti War on the 
African Gold Coast. He later was medical officer in charge 





of an immigrant ship to New Zealand. In those remote 
times the position of ship’s doctor entailed much greater 
responsibility than similar positions today. The medical 
officer was in complete charge of the discipline as well as 
the health of the immigrants and received ten shillings 
a head for every one he landed alive. This precious cargo 
often became very truculent, and soon after the ship set 
sail from London one semi-criminal type of man started to 
disrupt the peace, and the young medical officer promptly 
imprisoned him on short rations in one of the lifeboats, 
which in those days swung over the side of the ship. 

All who knew Foreman’s quiet manner and authoritative 
strength can quite realize that cold and hunger soon forced 
the man to ask for mercy. As our old patron told me, there 
was no more trouble and he landed his charges in good 
health without the loss of one soul. He practised in New 
Zealand for a short time and then transferred to Australia, 
where after a short term with the Australian Mutual 
Provident Society he commenced practice at Woodburn on 
the north coast of New South Wales, and later at Lismore. 

About the year 1880 he married and went abroad to 
specialize in the diseases of women under the then famous 
Berlin surgeon, Augustus Martin. On his return to Australia 
he settled in Sydney and was the first medical man to 
confine his practice entirely to gynecology and obstetrics. 
In the year 1884 he was appointed as obstetric surgeon to 





Prince Alfred Hospital, as it was then called, and continued 
to serve that institution in one or other honorary capacity 
for sixty-six years. In his early years of work at the 
hospital he performed, for the first time in Sydney, Tait’s 
operation, the shortening of the round ligaments by the 
old Alquié method, Porro’s hysterectomy and the Cesarean 
section. He was one of the first to perform the total 
hysterectomy with closure of the abdominal wound, in 
1895—that is, a year before this operation was performed 
by Doyen at the International Congress in Scotland (1896). 
That a young surgeon in the Antipodes had the courage and 
ability to perform what was in those days such a difficult 
and intricate operation, before his old teacher in the well- 
established Edinburgh School had essayed it, goes to illus- 
trate what manner of man our old friend was. 

Foreman was also an honorary surgeon at the Royal 
Hospital for Women, in virtue of his University lectureship. 

He was appointed lecturer in the diseases of women at 
the University of Sydney in 1896 and continued in this 
office until 1920. The hundreds of practising doctors who 
have sat under him will recollect his well-balanced and 
practical lectures as well as the fund of common sense 
advice he gave his students: “Gentlemen, a clean shirt each 
day has made many lucrative practices’; “Keep your hands 
out of your pockets and don’t leave suds in the basin; 
others must use it”; “Many strange bodies might be the 
cause of vaginitis—pessaries, pencils, grasshoppers, and even 
a bust of Napoleon the Great”. 

All knew he was a fair, unbiased, even if severe, examiner. 
His punctuality, his calm and dignified manner set an 
example for all. Who will forget his close-shaven head 
and his grey belltopper? 
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He was a director of the Royal Prince Alfred Hospital 
from 1918 until his death and his wise and intelligent advice 
was listened to respectfully by all. In his later years he 
had to have one of his vocal cords removed for a suspicious 
patch and afterwards he spoke in a very low tone, but 
whenever he did there was absolute silence; everybody was 
all ears to catch his every word. For a time he was also 
on the Board of Management of the Sydney Hospital and 
on the Board of Health. 

During his long professional career he was one of the 
very early members of the New South Wales Branch of the 
British Medical Association and occupied many adminis- 
trative positions on the committee and at medical congresses. 
He was a founder of the Royal Australasian College of 
Surgeons and one of the oldest members of the Union Club. 


He was an exceptional man in every way. He lived for 
more than ninety-nine years, served his hospital and univer- 
sity for a continuous period of sixty-six years, did so many 
kind actions to his patients, colleagues and friends during 
his long medical practice and was so honest and fearless 
that the world would be a much better place to live in if 
more of us would adopt his attitude towards life and their 
neighbours. 

After retiring from active practice at about the age of 
seventy he went on the land and for twenty-seven years 
made an eminent success of the venture. He first bought 
a property in the Cooma district. All predicted failure on 
account of the amount of loose stone and bareness of the 
ground. He cleared the land, grew lucerne where it had 
never grown before, and eventually sold the station for 
double what he had given for it. He wanted a property 
nearer Sydney and so purchased Karoo at Meadow Flat 
near Bathurst. His improvements and care of a much run- 
down property have turned it into a piece of Devon. 

The one outstanding name connected with gynecological 
surgery at the Royal Prince Alfred Hospital, or in point 
of fact in this State, is that of Mr. Joseph Foreman. After 
a hard and strenuous thirty-five years of free round-the- 
clock service to the poor he still continued to help guide 
the destinies of the department he originated, and at the 
age of ninety-six he reached the highest point of a noble 





and distinguished career of service by allocating to the 
professional home of his youth the earnings of a lifetime 
in order to help the younger generation to perfect them- 
selves in the practice of gynzecology. In 1948 he gave 
£20,000 to the Board of the Royal Prince Alfred Hospital 
to create fellowships and to improve the department’s facili- 
ties for teaching. 

Farewell and hail to our grand old man and patron, who 
left everything he touched better than he found it. He 
was cremated on Monday, January 16, at a private funeral. 
He, with Dr. Creed, was among the first to advocate 
cremation in this State. He leaves a widow, who as 
Winifred Hay was his faithful fellow worker in the operating 
theatre of the old Clarmore Hospital. The profession offers 
Mrs. Foreman the most sincere sympathy in her bereavement. 





BRONTE CREAGH SMEATON. 





WE regret to announce the death of Dr. Bronte Creagh 
Smeaton, which occurred on March 19, 1950, at Adelaide. 





ALLAN DUNSMUIR. 





WE regret to announce the death of Dr. Allan Dunsmuir, 
which occurred on March 14, 1950, at Hobart. .- 





ROY CADELL TRAILL. 





WE regret to announce the death of Dr. Roy Cadell Traill!, 
which occurred on March 21, 1950, at Vaucluse, New South 


Wales. 





DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED MARCH 11, 1950." 
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aval, Wilitary and Air force. 
APPOINTMENTS. 


THE undermentioned appointments, changes et cetera have 
been promulgated in the Commonwealth of Australia Gazette, 
Numbers 12 and 13, of March 2 and 9, 1950. 


AUSTRALIAN MiniTary FOoRcEs. 
Royal Australian Army Medical Corps. 


NX700201 Captain (provisionally) E. G. H. Manchester is 
transferred from the Citizen Military Forces and to be 
Captain, 9th January, 1950. 


Citizen Military Forces. 
Eastern Command: Second Military District. 


Royal Australian Army Medical Corps (Medical) .—2/127013 
Captain (provisionally) E. G. H. Manchester is transferred 
to the Interim Army, 9th January, 1950. 


RoyaL AUSTRALIAN AIR FORCE. 
Citizen Air Force: Medical Branch. 


Flight Lieutenant W. R. Pitney (257530) is appointed from 
the Reserve, 1st January, 1950, for part-time duties. 


Reserve: Medical Branch. 

Charles Henry Knott (277522) is reappointed to a com- 
mission with the rank of Flight Lieutenant, 6th December, 
1949. 

The appointment of Flight Lieutenant R. D. H. Bean 
(257722) is terminated, 28rd December, 1949. 


———— 


Medical Appointments. 





Dr. F. C. S. Dittmer and Dr. Abraham Fryberg have been 
appointed Members of the Senate of the University of 
Queensland, in pursuance of the provisions of The National 
Education Co-ordination and the University of Queensland 
Acts Amendment Act of 1941. 

Dr. O. S. Hirschfeld has been appointed a Member of the 
Senate of the University of Queensland. 

Dr. Henry John Hanrahan has been appointed quarantine 
officer at Albany, Western Australia. 





Mominations and Elections. 


Tue undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Gregory, Anna, M.B., B.S., 1947 (Univ. Sydney), 
Broughton Hall, Wharf Street, Leichhardt. 

The undermentioned has applied for election as a member 

of the Victorian Branch of the British Medical Association: 
Kinston, Paul, M.D., 1935 (Bologna), 34 Broadway, 
Elwood, Victoria. 


tt 
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Motice. 





REQUEST FOR JOURNALS. 


A COMMUNICATLON has been received from the librarian of 
the Institute of Dental Research, Sydney, asking whether 
the Institute can be supplied with certain missing numbers 
of THe Mepicau JouRNAL oF AustrRALIA. The numbers needed 
are as follows: All volumes before 1925. Volume I, 1925, 
Numbers 1-6, 8 and 9. Volume I, 1926, all issues. Volume II, 
1927, all issues. Volume I, 1948, Number 10 and Index. 
Volume I and Volume II, 1945, all issues. Volume I and 
Volume II, 1946,.all issues. Any reader who is able to 
supply any of these numbers is asked to communicate with 
the Editor of THE MEDICAL JOURNAL OF AUSTRALIA. 





A communication has been received from the editor of 
the Indian Journal of Medical Research asking whether he 
can be supplied with certain missing numbers of THE MEDICAL 
JOURNAL OF AUSTRALIA. The numbers which he needs are 
as follows: Volume I, 1942, Numbers 13 to 26. Volume II, 
1942, to Volume I, 1945, all numbers. Volume II, 19465, 
Numbers 1 to 3 and Index. Volume II, 1948, Numbers 24 
and 26. Any reader who is able to supply any of these 
numbers is asked to communicate with the Editor of THE 
MEDICAL JOURNAL OF AUSTRALIA. 


—— 
<r 


Diary for the Month. 


Apr. 4.—New South Wales Branch, B.M.A.: Council Meeting. 

Apr. 5.—Victorian Branch, B.M.A.: Branch Meeting. 

Apr. 5.—Western Australian Branch, B.M.A.: Council 
Meeting. 

Apr. 6.—South Australian Branch, B.M.A.: Council Meeting. 

Apr. 11.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. Organization and Science 
Committee. 
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Medical Appointments: Important Motice. 








MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated. 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Honorary Secretary, 135 Macquarie 
Street, Sydney): Ashfield and District United Friendly 
Societies’ Dispensary; Balmain United Friendly Societies’ 
Dispensary; Leichhardt and Petersham United Friendly 
Societies’ Dispensary; Manchester Unity Medical and Dis- 
pensing Institute, Oxford Street, Sydney; North Sydney 
Friendly Societies’ Dispensary Limited; People’s Prudential} 
Assurance Company Limited; Phonix Mutual Provident 
ociety. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudential 
Association, Proprietary, Limited; Federated Mutua! 
Medical Benefit Society; Mutual National Provident Club; 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225 
Wickham ‘Terrace, Brisbane, B.17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medica! 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary, 178 North 
Terrace, Adelaide): All Lodge appointments in South 
Australia; all Contract Practice appointments in South 
Australia. 

Western Australian Branch (Honorary Secretary, 205 Saint 
George’s Terrace, Perth): Norseman Hospital; all Contract. 
Practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 


A 


Editorial Motices. 





MANUSCRIPTS forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THm 
poe og JOURNAL OF AUSTRALIA alone, unless the contrary be. 
stated. 

All communications should be addressed to the Editor, THE 
MEDICAL JOURNAL OF AusTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify the Manager, 
THB MeEDIcAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received@ within one 
month, 

SuBscripTion Rates.—Medical students and others not 
receiving THE Mepica JouRNAL oF AvsTraLia in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rate is £58. 
er annum within Australia and the British Commonwealth of 
Nations, and £4 10s. per annum within America and foreign: 
countries, payable in advance. 








